MARYLAND STATE DEPARTMENT OF HEALTH 


ail 


8 g 8 f= OIVISION OF STATISTICAL RESEARCH AND RECORDS -— BALTIMORE 1, MARYLAND G 89 | attr 
J CERTIFICATE OF DEATH 
sé 
g ¥ 1 ssh a al ay wr RESIDENCE (Where deceased lived. If institution: Residence before admission} 
58 ¥ Carroll ee aoe Maryland Ae! Balto, City 
x] 3 b. pl OR be bid {IF autside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN {If autside corporate limits, write RURAL and give nearest town) 
3 ind give st tawn) ~ " 
Sze j Syke svitte 22yrs.1mo. 10days Baltimore SY Of f 
gi 7 Lm a. SAE Or SEaES {If nat in haspital, give street address) d. STREET ADDRESS +8 RESIDENCE 
x Ss INSTI ION, s 
= Dringrield State Hospital 1009 W. 38th St. yes [] NOG 
6 - NAME OF First Middle Lost 4. DATE Month Day Yeor 
Fi Z (ype ot print) Charles Edward Anderson | «tH August 22, 1960 
e3 5. SEX 6, COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [[] | B. DATE OF BIRTH %. AGE (In year IF UNDER 1 YEAR| IF UNDER 24 HRS. 
rs bigs ah Month Hi 
2 Malle White |woowst) _oworctoge | July 3, 1902 | “59 |" oO | Mor] 
Pa 1a. USUAL OCCUPATION (Give kind af work done) 10b. KIND Uy BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
3 wp 9 mas! af working life, even if retired) 
orer Maryland UsSeAs 


13. FATHER'S NAME 


Harry Anderson 


14, MOTHER'S MAIDEN NAME 


Addie Sakers: 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT Address 
Se [tim dare eee ote 
| = Sprinsfield Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per line far (a}, (b). and (c).) INTERVAL BETWEEN 


PART 1. DEATH WAS CAUSED BY: ey AND DEATH 
IMMEDIATE CAUSE (o.__Arteriosclerotic cardiovescular disease 


fe @) y DUE TO 

mu Lnk if ay, ates Parkinsonism Years 
gave rise ta immediate 

cause {a}, stating the under- DUE TO 

lying cause last. a. 


Then please remove corbon papers. 


the State Board af Health prior ta burial, crematian, ar removal, ond in any event, wit! 
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transit permit. 


ysicion. 
hos been signed by the attending physician and completely filled i 


poge 3 should be detached far use as the buri 


3 P Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)|19. ee 

¢ 5 sychosis with post-encepha Se yes] No) 
“| ce 200. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il af item 1B.) 

& JOR CONTRIBUTING [] CAUSE OF DEATH 

© [UF EITHER, NOTIFY MEDICAL EXAMINER) 

3 — 

2 20c. TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, farm, eat (City or tawn) (Caunty) {State} 

- Hour a.m. While Noronha factary, street, office bldg., etc.) 

= p.m. W Jot wark [[] at wark 


21. | certify that (I) (this hospital) attended the deceased framMarch. Ay es rd ns JtoAugust eae 196Q_, that (I) (we} last 


saw the deceased alive an August. 224.19. 60. and that death accurred ot 11285P¥n the causes and on the date stated abave. 
Ta. SIGNATURE 22b. DATE 


Dn Lf Carnfho wo |ANEONS ox Sicroe co _ HA 8/23/60" 


22d. ADDRESS 


Agustin _delCampo, M.D, Springfield. Hospital, Sykesville, Mas. 


‘23b. DATE Fel 23c. NAME OF ‘teal, 23d. LOCATION, 4 mn, at caunty) » 
GM, ed 250. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


te. vAUG 31 '60 


23a. BURIAL, CREMATION, 
}OVAL {Specify} 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


Oe 
QR ‘ CERTIFICATE OF DEATH (18956 


= 


& a 


TT cae 1 
& g 2 i nce open “i USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
ae io °. b. COUNTY . Vv 
“32 Carroll gore ah Maryland Baltimore City 
goo 8. 8 'b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Tb c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
8g 8 RURAL ond give nearest town) ) eer) *. 
> 32 Sykesville 2 Mos.23 Da Baltimore > {/ AL -4 
= 22 .@] i C d, NAME OF HOSPITAL (IF not in hospitol, give street oddress) d. STREET ADDRESS: e. 15 RESIDENCE 
° =e } OR INSTITUTION 3 ON A FARM? 
ee: i ield State Hospital 3337_N, Charles St,, Balto, 18, Md.sO NORK 
. 5 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
“3 - DECEASED | OF 
3 ee tatial Katherine Butler Blanck DEATH August 24, 1960 19 
8 5. SEX 6, COLOR OR RACE |7. married [X] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


lost birthdoy) [Months 


— Ft 
INTERVAL BETWEEN 
SET AND. ey 
emorrha ge 
10 days. 
Hypertension 


years. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (¢).] 


PART |. DEATH WAS CAUSED BY: 
4 | IMMEDIATE CAUSE (0). 


DUE To 
Conditions, if ony, which e. 
gove rise to immediote 

couse (0), stoting the under. ( DUE TO 
lying couse lost. «© 


De He Mi 
i Female White  |wiroweo pivorceo [] 10-12-89 yes. a3 ee oe 
i Wa, USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 during most of working life, even if retired) e 
5 fe tte - Maryland U.S.A, 
2 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
e Jemes Butler Anastasia oncoran 
rs 
é ie WAS eee ae INU, S, ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
fff Gini, penn war or de: sen) 4 ¢ 
ee: No Settee ooo pringfield Hospital Records, Sykesville, Nd, 
é 
a 
5 
= 


transit permit. 


law requires that the death certificate be executed within 24 
the State Board of Health prior ta burial, cremation, or remavol, and in ony event, within 72 haurs after death. 


ysicion. 
has been signed by the ottending physician and campletely filled 


Pant tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. ee 
C.B. S. assoc. with cerebral arteriosclerosis with psychotic reaction. ves] NO 


& 


OR CONTRIBUTING CL] CAUSE OF DEATH 
(If EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 1 206. (City or town) (County) (Stote) 
Hour o. m. While Not while foctory, street, office bldg., etc.) | 
pom. jot work [7] ot work 


21. | certify that (I) (this haspital) attended the deceased from..June 1, _ 


200. ACCIDENT WAS UNDERLYING [7 [* DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port | or Port Il of item 1B.) 


MEDICAL CERTIFICATION 


wv 


ee 


saw the deceased alive ondugust 24, 1960 ond thot death occurred at @ ) fram The causes and an the date stated abave. 
226, DATE 
SIGNED, 
| mo[ANs ° O Birtcror OFS August 24, 1960 


be ADDRESS 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 


23d. LOCATION (City, town, or county) (Stote) 
REMOVAL (Specify) 


s 
25b. REGISTRAR'S SIGNATURE 
Gatton £ Fou 


page 3 should be detached for use a 


TO HOSPITAL OR ATTENDING PHYSICIA! 
may be retained by the haspita! ar atten 


TO FUNERAL DIRECTOR: After 


"25d? REC'D BY REGISTRAR 


vate AUG 2 9 '60 


24, FUNERAL DIRECTOR'S SIGNATURE 


5m 9759) gh A, lIanan _3000_£,_ faltimone St 


Zs 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND (j 8 9 5 7 


GR | 
8USi CERTIFICATE OF DEATH 


i 


a Lionas cA ala 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
ioe Carroll marviano || ° SATE Maryland b. COUNTY Carrol] 


b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN 1b x CITY OR TOWN (if outside corporote limits, write RURAL and give nearest town) 


RURAL ond give neorest town) 
Taneytown 15 years Taneytown 


d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS fe. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


West Baltimore St. (Ext.) West Baltimore Sy. (Ext.) yes [] NO Bd 


|. NAME OF First Middle Lost 4. DATE Month Doy Year 
DECEASED 


OF 
Geveceanl) John Donald Boone beatH = August 9 1960 
. SEX 6 COLOR OR RACE | 7. MARRIED [Sf NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


lost bighdoy) [Months] Da: Hi Mi 
Male White |wooweQ  ovorceo—t] | October 20, 1906 Bee | ee er [rues 
10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHATCOUNTRY? 


y the Funeral director, 


howrs ofter death. PageX 


* 


illed 


Poges 1 ond 2 should be filed with 


, ond in ony-event, within 72 hours ofter death. 


during most of working life, even if retired) UeS A 
S.A. 


Route Salesman Bakery Maryland 
13. FATHER'S NAME MOTHER'S MAIDEN NAME 
John W. Boone Carrde Wolfe 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. AL RITY.NO. | 17. INFORMANT Address 
Rare ermtiton © Nom weiter ram amet] “ON Mestad 
No | Mrs. J. Donald Boone Taneytown, Md. 
INTERVAL BETWEEN 
ONSET AND,DEA| 


18. CAUSE OF DEATH [Enter only one couse ). tof, (2.] 


3) oon NEG Lan ac neocece, bearer hago 


DUE TO 
23! fw which den seu “ay Artenio scfeyony's 


gove rise to immediote 

couse (0), stoting the under ( PUE 6 

lying couse lost. (9 
Past ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o)| 19. WAS AUTORSY 

yes] NO 


Then please remave carban papers. 
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ysicion. 


“ 


is certificote hos been signed by the ottending physician and campletely 


‘OR CONTRIBUTING [1 CAUSE OF DEA 


20a. ACCIDENT WAS UNDERLYING aE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 48.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


f20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (tote) 
While Notiwhtle foctory, street, affice bldg., etc.) ! 


lat work [[] ot work 


MEDICAL CERTIFICATION 


saw the deceased alive an__ t_#2.M, fram the causes and an the date stated abave. 


2a. SIGNATURE az 22b. QATE 
(2 - A : 7) Varo .p.| PHYS Beet PENS. V7 o) oo 
22c. PHYSICIAN'S * 
mri TS. MeVaw ug ” rpown Ma 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 2c. NAME DF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county) (Stote) 


rrSurdel” dug. 12 Pic: St. Mary's Cemetery Silver Run, Carroll, Maryland 


\ | ‘AL DIRECTOR'S nie aga ADDRESS: 2S0. REC'D BY REGISTRAR ‘25b. REGISTRAR'S SIGNATURE 
XY ana Het ovtown, Md. vate AUG 15 ‘60 Clathan Ff flaue 


21.1 certify that (I) (this ede: the deceased fro that (I) (we) fast 


the State Board of Health priar to buriol, cremation, ar removol, 


moy be retuined by the hospitol 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


@ TO FUNERAL DIRECTOR: After 


E> 
at 
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Ss 


aS 


ax 


| 


MARYLAND STATE DEPARTMENT OF HEALTH 


1 Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
R STATE 89 RZ MEDICAL EXAMINER’ S CERTIFICATE OF DEATH (j 8958 
HEALTH DEPT. WPLACE OF DERTH | 2. USUAL RESIDENCE (Whare daccased lived, If inslitution, Residence before admission). 
~ § - a. STATE b. COUNTY 
e2 _ Carroll , MARYLAND Maryland Carroll 
fe b. CITY OR TOWN lif outsida corporate limits, “|e, LENGTH OF STAY IN 1b %. CITY OR TOWN (If outside corporata limits, writa RURAL and glva neared town) 
bs g write RURAL and give neerest town) 
ee __ Westminster HO 2012S Union Bridge »- 3 
> dad “ae OF HOSPITAL OR INSTITUTI if not in hospifel, give street address) “de = ADDRESS: . UA cd 
oa 


pueaAn—ji.syo VF Se 0. Main. ec 


Month Yeor 


Lene sa 


w 


T NK 


ith the State Board of Health, = 


DECEASED 
__ ype orp) __ GEORGE Ke BOSTIAN | DEA August. 1960 
oS: aEX 6. COLOR OR RACE|7, MARRIED [_] NEVER MARRIED E ys oy, ‘OF BIRTH 9. AGE (In years |IF UNDER 1 YI iF UNDER 24 HRS, 
lest birthday) |"Months| Deys | Hours | Min. 
Male __ White wipowed [_] —_bivorceD [_] LLG 2 38 vn. | 
Fas i 


eee cial hgoenge hill ala 
KRABOR EC “QONS aaerapen Cert AN bl. ia -_s 
Medbalalgs a gre Tebals lS troll RY CRB fill — : 
Ves aa. PRIMAL YAN be. Bas 714M UNLoLu eadl 


h form PM3. Page 5 may be retained for your files. 


sed as a burial-transit permit. File pages 1 a 


ONSET AND DEATH 
= | PEAT MEDIATE Cause @) ALLErLosclerotic coronary d CRY PEE e345 
‘ J wexx of left anterior ventricle 
Conditions, if any, which (fe 


seve rise to immediate couse 
{a), stating the underlying 
cause lest. te) 


DUE TO 


or removal, and in any event within 


‘ertificate should be executed within 24 hours after death. If an 


ificate, writing the word “pending” in pencil in Item 18, Give Pages 1, 2, and 3 to the 


: 
a. 
2 
() 
] 
e 
§ 
7 
fe) 
” 
s 
aS 
E 3 5 z PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVE ‘ART f(a) | 19. WAS AUTOPSY 
es > are |” PERFORMED? 
3 ry Led 
33 a 3 ee + PEM s 2 ii te i cht 
Bee eS | 20s. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Eniar natura of Injury In Part | or Part Il of item 18.) 
280s & | PRIMARY [] or CONTRIBUTING C] 
a =55 & | CAUSE OF DEATH. 
os 2 — SSS ae 
2 id | aoe. TIME OF INJURY Month, Dey, Yoor | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) State) 
Uo FS Hai. aurir While Not While factory, straat, offics bldg., atc.) i 
26 i 2 pce 9 at work et work 
=e 9 — y Ee 
Lol a 21. I certify that | took charge of the remains described above, held an_Autops: , Inspection | — Inquiry i and in my opinion 
we 208 Qe 
SERQE death resulted from: Natural _causes_| Accident Suicide [[], Homicide [7], Undetermined manner 
Ussys 
Bo Ar 2 a MEDICAL EXAMINER 
3= ga 2 ’ Cito | ASSISTANT MEDICAL EXAMINER Cl DATE SIGNED 
Er 2 * DEPUTY MEDICAL EXAMINER Oo 
2 EXAMINER'S 
E sons NAME (Type) Russel Ss. Fisher, M.D. Addroxs (Strea, city, own, county) / 3 1/60 
& OS ZO = ae 
wesS. Zia. BURIAL, CREMATION | 22b, DATE THEREOF 22e. NAME OF CEMETERY OR CREMATOR) . ~ (State) 
AS be REM Upecity) 
gtsgs lel 
B a 


VS. AISME 
5M 7/59 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


8988 CERTIFICATE OF DEATH 08959 


nl 


~ ce 
2 3 3 ik PLACE OF DEATH a USUAL Resioenece (Where deceased lived. If institution: Residence before odmission) 

o a. a. b. COUNTY 
“ 32 Carroll ee Maryland Balto, City 
= 9 g b. CITY OR TOWN (If autside corporate limits, write | c, LENGTH OF STAY IN Ib c. CITY OR TOWN (IF autside corporate limits, write RURAL and give neorest town) 
g ee RURAL ond give nearest town) 3 ~\ 
ees Sykesville S.9mos, 20days Baltimore 13. — 
ne ies | 4 NAME OF HOSPITAL (Irnot in hospitol, give srest address) d. STREET ADDRESS o. RESIDENCE 
g Sprinefield State Hospital _ 29/8 Maish: n_S yey 
2 “my 3. NAME OF First Middle Lost 4. Date Month Day Yeor 
ru Lae : 
eee . eeertered) Franklin Carl Cummings DEATH August 26 19 60 
= se 7. $. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED {J 8. DATE OF 8IRTH kg Ae Un seer anes en uno 24 HRS. 
3 = S m4 anths: ys lours 
2 acs Male White |woowent _ovorceo OO | October 28, 1929 30 ys. 
s E a e 100. ae CS get (Give kind of i 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or fareign country) 112. CITIZEN OF WHAT COUNTRY? 
2 ses luring most of working life, even if retin 
B pet Stock cler' - Maryland UsGaihs 
i} 2 2 iN 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 

65 < 
B Ses Vincent Cummings: Barbara Kress 

Pe 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= GE far. na oe naan Ce emis re esa 217=24-5896 “ 
2 ae No | - Springfield Hospital Records 
8 23g <i 18. CAUSE OF DEATH [Enter only one cause per line for (0), {b), and {c)-} INTERVAL BETWEEN 
Se 2 a PART I. DEATH WAS CAUSED BY: be Ha oe 
2 ‘ § — IMMEDIATE CAUSE (0), Cancer of pancreas with metastasis : 
= fe | r, ¥ DUE TO 

YY 

€£ 3. Conditions, iffany, Which by 

Sue ‘ —eatiy ( 
8 oc gave rise to immediate 
5 be cause (a), stating the under- ( DUE TO 
o Rice lying cause lost. {) 
55% ip pase tess. 
z 2 3 6 Part Il. QTHER SIGNIFICANT Pets [TIONS CONTRIBUTING TQ DEATH snatttere TO, ue en bee. CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
Beas Schizophrenic reaction, p sychotac, un erentiated type. aes ig 


ves] Noy 


200. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Part II of item 1B.) 
OR CONTRIBUTING (] CAUSE OF DEATH 


MEDICAL CERTIFICATION 


24, FUNERAL DIREC R'S SIGNATURE 


im.Cook,inc., 1217 St.Paul ‘Street 


25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


Dateayg 3 0 '60 Cutan £ frend 


5 
2 
Zee (IF EITHER, NOTIFY MEDICAL EXAMINER) 
ses 20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, farm, | 20F. (City or fawn) (County) (State) 
eG Se. Hour a.m. While Not while factory, street, affice bldg., etc.) | 
zi? pom 19 ot work [] ot work CJ i 
Ze25 21. | certify that (I) {this haspita!) attended the deceased from November 6, 1993 _toAugust 26, _ 19.60, that {I) (we) last 
gos 3 saw the deceased alive an. AUZUSt 25419 60. and that death accurred at3202AMram the causes and an the date stated above. 
£=63 To. SIGNATUR 2b, DATE 
Sere , / ENDING. " 4 
<203 valve, Ll Cnn a (ANE Beron BAL ox 8/26 788 
Sees tae ARAN —— 22d. ADDRESS 
eis 8 | ‘veel (/ Agustin delCampo, M.D. Springfield Hospital, Sykesville, Md. 
Ea | ME RM eh ante os etc i ek oe egal Ao scat Die dy ihahten ie Maa 
5 83° 22, BURIAL, CREMATION, | 236. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar county) (State) 
>> ipecify) z. 
rope BURYAL 8-30-60 Baltimore Cemeter Baltimore 
oo 
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aa 
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tar. Poge 4 should be 


is necessory, please ex 


ect 
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forwarded to the Chief Medical Examine’ 
TO FUNERAL DIRECTOR: Page 3 should be used os 0 buri 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
898% MEDICAL EXAMINER'S CERTIFICATE OF DEATH | (1S 960) 


=. Reg. 

2 1, LACE OF DEATH 2, USUAL RESIDENCE (Where decoosed lived. If institution: Residence before admision) 

a @. = 

CARROLL 2. _marano || "np Ree LAypon CA RKOLL 
: B.CTY OR TOWN I snide expert fin wie REAL Ye LENGTH OF STAYIN Yo ¢. CITY OR TOWN {If outside corporate aD write RURAL od give forest own} 
pe Ah —— i 

: aapstiap | 77s. | AMPS TZ x 

. ¥ . NAME OF HOSPITAL OR INSTITUTION {If not in hospital, give street address) d, STREET ADDRESS = 5 RESOENGE 

‘ = DAVE” LLL “PD. a ween 

a \ 3. NAME OF Firs Middle 4. DATE Month Yeor 

$ ype or in EnmaAnuel Bostick Cannpye he bum Aue 24 960 

. 6. COLOR OR RACE |7- MARRIED [NEVER MARRIEO [| 8. oA ip 9- NOEs ie IF UNDER 24 HRS, 
; 2 

wivoweo fF} pivorceo 2) KF AEIS Vas peer ante |Perrreae | ees 

¥ a USUAL SOS EATON és pay baat done] 10. KIND OF BUSINESS OR WA Za ‘BIRTHPI E (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 

4 uring most of working lite, even if rel iN 

- PI IVIV 2 fie ROAD | P&WWS¢L yA lA | UGA, 

iS I y . FATHER'S NAME 14, MOTHER'S MAIDEN NAME a 

= 

A ALBEL etMN G HA MAR CARDEL 

2 

i 


(icinciemnllil Kaesomabaeed SOCIAL SECURITY NO. 17. INFO Add 
FOS o8=79S HLM S . Cunw ive HAY AALSTEAD 42 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] ~ j ’ ‘i é wuregvan pereyeen, 
TGW 6S 75 


({_fART |. DEATH WAS CAUSED BY: 
£ pneenae CAUSE (0) 


Wa) }  cvETO 


Conditions, if any,” which fe 
gove rise to immediote couse 

(0), stoting the unde: 
cist - ry 


‘onsit permit. 


ra PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}/19. ecnaee. 
yoleé 

3 yess) not] 

© [20a. EXTERNAL CAUSE WAS ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port I of item 18. 

© | PRUMARY Cl or CONTRIBUTING CJ gs Tah 2 il 

3 | CAUSE OF DEATH. 

5 20c. TIME OF INJURY = Month, Day, Year | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1208. {City of town) (County) {Stote) 

8 Hour 6. m. While Not while foctory, street, office bldg., etc.) | 

= p.m. y ‘ot work [J ot work [) H 


21. V certify that | took chorge of the remains described obove, held on Autopsy [1], Inspection [1], Inquiry [[], and find thot 
death resulted from: Naturol causes [a}~ Accident [], Suicide (0, Homicide [], Undetermined couse (7). 


/ = ris , DATE SIGHED 
| | ASMA ee W rainy ap, CHIEF MEDICAL EXAMINER [7] 
ASSISTANT MEDICAL EXAMINER [J 
EXAMt - Fe 1 -/ 
NAME (ier) W. | ‘ Oar tf 7) peeury MEDICAL Examiner [9 al 1% 60 
Zo. jt RATION. ‘22. DAT] 23, |22e. NAME OF wilt OR i ae 22d. LOCATION ee L. of county} (Stote} 


¢ Meee Y, > 


‘or removol. 


wos 23, rn DIRECTORS SIGN BA REC as ty re “eae REGISTRAR'S SIGNATU} 
VS. AISME(5) \ wtb S Fou 


5M 9/85 


MARYLAND STATE DEPARTMENT OF HEALTH 


—_ 


saw the deceased alive an. August 3 __ 19.60, and that death accurred o8 2054, Fdibethe causes and on the date stated abave. 


Qa. SIGNATURE Nb. Dae 
eens  Cbcdaales wo [ATMS Broo HA August 3, “£60 
4 t __ 


ac DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND U89 6 5 
ie 8990 CERTIFICATE OF DEATH 36] 
& 2 = 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) , 
2S eer ay MARYLAND °. b. COUNTY. 
3g Carroll Maryland Baltimore City 
= 3 e b. CITY OR TOWN [If outside corporote limits, write | c. LENGTH OF STAY IN 1b. c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
i. & 4 RURAL ond give nearest town) f tp 
2 32 i lyr, 19 Baltimore 12 ~< \ by 
2 gf ‘d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 
o x OR INSTITUTION ON A FARM? 
£ *& Springfield State Hospital 723 inghaus Road ves (] NOW] 
a 
. . iN i ic a 
= 3 oa 3. DECEASED First Middle Lost 4 ele Month Day Year 
4 23% (Type or print) Margaret Finn du ‘Bois | sm August 3, 1960 
= = bed 5S. SEX 6. COLOR OR RACE | 7. MARRIFO™” NEVER MARRIED 0 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
a is A a lost birthdey) | Months! Days | Hours | Min. 
2 aes Female White [Wiooweo] ——ovorceoXX | February 17, 1905 | 
. 3 € a Pa 10a. USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 823 during mast of working life, even if retired) 
3 yef i U.S.A, 
'- z oJ gr — 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
© 53-5 — 
ngs Michael] Finn Ella Brannen : 
eS Ge é ee WAS vei oe tune & cud roca 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
= £E 4 Pate eae ra ee cata eh ; : : 
3 ee __|-------=- __P14-01=7732__|Spririgfield Hospital Records, Sykesville, Md. 
3 5 £ é 18. ba see sai i a aco Qe line on (b), ond (¢).} é INTERVAL BETWEEN 
ere j » DEAT AMEDIATE CAUSE (o)__-r OnChopneumonia 2h hours 
S ££5 ; J) Ox DUE TO 
me: 4 * 
Sees Conditions, if ony, which w__Infected decubitus ulcers Weeks 
b 65 BEE Be namie. ourro Metastatic carcinoma in the liver and thoracic 
Sere lying coure lot. «___Spine secondary to carcinoma of the breast. Unknown 
eopets ee iceiadlort: 
= ¢ i 5 % 3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)}19, ieee 
BESs co) CONTRIBUTING Te DEATH 
& = Z yesXX Not) 
be 5 = 20a. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18.) 
o i OR CONTRIBUTING [1 CAUSE OF DEATH 
= G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
° ~ 
5 & ]20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {(Stote) 
= fay Hour o. m. While Not while foctory, street, office bidg., etc.) | 
2 = pm. 19 ot work [] ot work i 
S 
. 21. | certify that (I) (this haspital) attended the deceased fram JUly 14... 19.59 to_August _3,_, 1980, that (I) (we) fast 
£ 
3 
=x 
6 
2 | 22d. ADDRESS 
3 Agustin del Campo, ‘M.D. Springfield Hospital, Sykesville, Md. _ 
bf a. BURIAL, ‘ee 23b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stote) 
10' ci : : 
2 Bika Ser” 8/8/60 Moreland Memorial Pk. Cemetery Baltimore, Maryland 
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may be retained by the haspital or attendix 
TO FUNERAL DIRECTOR: After this certificate’ 


TO HOSPITAL OR ATTENDING PHYSICIA! 


250. REC’D BY REGISTRAR | 2Sb. REGISTRARS SIGNATURE 


se |e fUpERAL OupscTORS sicnaTU ‘ADDRESS 
VRAIS (4 aN 0 oo ee eo 2 Pr pateAUG 8 60 Oa ee 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 8862 


-. Qe Reg. Dist. No. 

& 3 § PLACE OF DEATH =.) 7 RESIDENCE (Where deceased lived. if institutian: Residence befare admission) 

s 8 a. COUNTY TATE : b. COUNTY 
me ie: % MARYLAND 

"oe Carroll Maryland Carroll 
= 3 3 b. CITY OR TOWN [If outside corporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest town) 

8 § RURAL ond give nearest town) x 
22 - Syke Sville 2yr.lmo.12di Rural - Woodbine 
a get d. NAME OF HOSPITAL (if not in hospital, give street address) STREET ADDRESS ©. 1S RESIDENCE 
ee or ‘OR INSTITUTION: 7 ON A FARM? 
P : Springfield State Hospital Route # 1 ves (] No 
2 = 6 2 HANES First Middle Lost 4. pare Manth Doy Year 
SE oF (Type ar print) Fannie Louise ESCAVAILLE DEATH August 23 19 60 
ec. 
£ =? 5. SEX 6. COLOR OR RACE | 7. married [] NEVER MARRIED. o 8. DATE OF 86 "foie noe 1 YEAR| IF UNDER 24 HRS. 
3 8 Female White 2-5-8 janths| Days | Hours] Min. 

ca wipoweD fy Divorced [] 

soe aenuer 

2 Ea 10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 112. CITIZEN OF WHAT COUNTRY? 
g 3 during most of warking life, even if retired) 

3 Be Housewife Maryland UsS-Ae 
$ q 4 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

» 5g . re 
§ fe Harry Sullivan Louisa Gibson 
= 29 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 

E 

_ as (Yes, no, oF unknown) {IF yes, give wor or dates of service) 
een No UL - Hospital Records 
£ 53 

o. eg 18. CAUSE OF DEATH [Enter only ane cause per line far (a), (b). and i INTERVAL BETWEEN 
8 58 
3S 20 PART |. DEATH WAS CAUSED BY: Ose ke Diseg. ONE bn DEATH 
4 . 5 " IMMEDIATE CAUSE (a). 
= = yo | bue1o. Lit) ome fe aioe apy 
22 Conditions, if any, which i KO SCICYPSIS : 

B Ze gove rise ta immediate ? 
Pa eceiae couse (a). stating the under ( DUE TO 

fess P lying couse lost, ) 

4 3 5 8 Part Il. OTHER SIGNIFICANT CONDITIONS, CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)/19. WAS AUTOPSY 


h raed disturbance, with ve NOC] 


200. "ACCIDENT WAS, "UNDERLYING o 20b. DESCRIBE OW INJURY OCCURRED. {Enter nature af injury in Part | ar Part Il af item 18.) 
OR ort ag (CAUSE OF DEATH 


a 
208. PLACE OF INJURY (Home, form, | 20F. (City ar town) (County) (State) 


20c. TIME OF INJURY Month, 
foctory, street, office bidg., etc.) | 


Hour o. m. 
p.m. 


Doy, Year | 20d. INJURY OCCURRED 


While _ Nat while 
lot work [] at wark 


MEDICAL CERTIFICATION 


= =) , 1980, that | last saw the deceased 
id that death geetired od 2Noom fram the causes and on the date stated abave. 


ADDRESS (Street, city or town, state) DATE SIGNED 
SleNATURE a, L) mo, Springfield State Hospital. 8-23-60 
Nameltyes___Ilse Kamm, M. Ds Sykesville »Heryland oe 


20. BURIAL, CREMATION, 
2 sin Cad 
pv 


‘2b. DATE THEREOF a NAME OF CEMETERY OR GROARTORY. 


fiug dst 4 Devic Rida 


the registrar prior ta burial, crematian, ar removal, and in ony event within 72 haurs ofter death. 


may be retained by the hospital or 
TO FUNERAL DIRECTOR: After this cer! 
page 3 shauld be detached far use as the burial: 


TO HOSPITAL OR ATTENDING PHYSICIAN; 


‘da. REC'D BY REGISTRAR 


vAwG 2 9 '60 


a 
& 
> 
a 

= 


1SM 9/SB 


il 


the funerol director, 


urs after death. 


Then pleose remove corbon popers. 


been signed by the attending physician and campletely filled 
], and in ony event, withi 


tronsit permit, 


the State Board of Health prior to buriol, cremotian, ar removol, 
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ysician. 
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a 
page 3 should be deteched far use as the buri 


Zs TO HOSPITAL OR ATTENDING PHYSICIA’ 
TO FUNERAL DIRECTOR: After this certi! 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 8863 


PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


, COUNTY Carroll sieve a. STATE Maryland b. COUNTY Baatamore 7 


b. al OR TOWN (If outside corporote i cc. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporote limits, write RURAL and give nearest town) 


sykesville ” mos. 3days Baltimore 19 fone x —3 


wa) 


‘d. NAME OF HOSPITAL {If not in hospital, street address) d. STREET ADDRESS: e. IS RESIDENCE 
OR INSTITUT! ON A FARM? 


Springfield State Hospital 1318 Forrest Road ves C] NOC 


, NAME OF First Middle Lost 4. DATE Month Dey —Yeor 
(Type or print) Alfred Evans DEATH August h, 1960 
5. SEX 6. COLOR OR RACE ]7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 VEAR]IF UNDER 24 HRS. 


Male White wivowen & —ovorceoQ) | September 9,1872 See |S 


10s. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
pee of warking life, even if retired) 


known - Kentucky U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Hyron Evans Unknown 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
(Yes, nguor unknown) ] UE yes, give war or dates of service) 


- - Springfield Hospital Records 


1B. CAUSE OF DEATH [Enter only ane cause per line for (a), (b), ond (¢)-] INTERVAL BETWEEN 
PART |. ssh WAS CAUSED 8Y: 4 


IMMEDIATE CAUSE (a Arteriosclerotic cardiovascular disease 
4 wa DUE To 


Conditions, if ye ‘ia = Bronchopneumonia Days 


gove rise to immediote | 2 


couse (0), stoting the under: DUE TO 
slirigieouse:lact, @ 


Past WW. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH SUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART Ha}| 19. pe esas 


C.B,S.assoc.with senile brain disease with psychotic reaction. sD) Nom 


20a. ACCIDENT WAS UNDERLYING C] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED ]20e. PLACE OF INJURY (Home, form, | 20F, (City or lown) {County) (Stote} 
Hour o. m. While Nat while factary, street, office bldg., ete.) ! 
19 fot wark [[] at work i 


MEDICAL CERTIFICATION 


21. | certify that (I) (this haspital) attended the deceased fromMarch 31, __ 160. _toAugust | that (I) (we) last 


saw the deceased alive on August, 19 60, and that death occurred BO L05vAlMom the causes and an the date stated abave. 
2b. DATE 


ATTENDING. MED. STAFF ED 
M.D. | PHYS. © pirector D _PHYs. & 8/ Wi 
2d, ADDRESS 


— 
Agustin delCampo, 4.D. Springfield Hospital, “ykesville, Md. 


23a. BURIAL, CREMATIO! 23b. DATE THEREOF (ME OF CEMETERY OR CREMAT( ig 23d. LOCATION (City, town, ar caunty) yd 
OPA. [ei c-ld| Ge 
y, STRAR Wb. REGISTRAR® S ee 


INERAL = 'S Si ADDRESS bone 4 250. REC'D BY REG! 


— 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 89 6 4 
8993 CERTIFICATE OF DEATH ae 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: a esidence before odmissian) 


¥ bata DAE maryiaND || °° NZZZ Mls ili COUNTY Wy) i. 


ge OR TOWN {If outside corporote limits, write | ¢, LENGTH FO STAY IN Ib 4 ‘OR TOWN [If aujide corporate limits, write RURAL ond give Lot 


jrectar, 
with 


URAL ond " nearest town) 


Yor fam tla S04 tial Ay Lf 2 ? 
mi NAI OF wed. QF pot it in posed. give street y #2. d STREET ADDRESS: e. IS RESIDENCE 
ONS : -4 . f 


QRANSTITUT! ON A FARM? 


4} ‘Ne ADONM«, iD, 


y the funer, 


3. NAME OF First 
trercrey al OAK a FO chev 
5. SEX 6. COLOR on RACE | 7. MARRIED EZ} NEVER MARRIED (faa f 8. DATE OF BIRTH 


LIMA / } cf £, {WIDOWED [] Divorceo [] 
10s. USUAL OCCUPATION (Give kind of work dane] 105. KIND OF BUSINESS OR INDUSTRY ]11. 8 ve {(Stote or ee cauni > 2. CITIZEN OF WHATCOUNTRY? 


dyfing most of warking life, even if retired) wr cr 
LD pep £3 2, = Lf a 


Ty Baie | = ead IDEN, Calle olla 
15. WAS Det DECEASED EVER IN’ ae ‘ARMED FORCES? [16. a SECURITY yO: sl ad ij 


Address 


18, CAUSE OF DEATH [Enter only one couse line for {0}, {b), and {c).] 2 INGA BETWEEN 


T AND DEATH 
PART i. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (oi (_@- Ce< te” ; 


DUE TO 


Vitied 


within 24 hours after death. Page 4 
ges 1 and 2 shoul, i 


Pi 


émpletel 


tJ 


Peuecece Fh frees ! 


Then please remave carbon 


Conditions, if any, which (0) 
gove rise to immediate | 


couse (a), stating the under. ( DUE TO 
lying couse tost. te 
Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 

ves [] NO 


law requires thot the death certificate be execyted 


s been signed by the attending physician and 


I-transit permit. 


© 


200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Post | or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


120c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City ar town) (County) (Stote) 
Hour m. a ‘i foctory, street, office bldg., etc. vt 
2 While Nat while 
p.m. 19 [ot work [[] ot work 


MEDICAL CERTIFICATION, 


te? 2, 
21. | certify that | attended Hy ee fram, , 1%_Z, that | last saw the deceased 


alive on _ oO, EO ( 4_M, fram the causes and an the date stated abave. 


DDRESS (Street, city ar tawn, stote) DATE 51 
soon CALE sie ad See et? SEAL LL. ye 


NAME (iype)_MeCePorterfiel 


2o. BURIAL, CREMATION, | 22b. DATE THEREOF » 2c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of) county) {(Stote) 
REMOVAL (Specify) 4 , 


“ment dtp, 2 | byt pittin Pbetewek Mii O.§ Lves/ 7014 
3. FUNERAL O pois US SIGNATURE ADDRES 47ey REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE > 
—e - . pe UY 
ys PPA, 32.4 Lf iegetbe gf. SEP 1 ‘60 nathan S Kalen 
Lat Litto Ji 


L4 
Y 7 
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may be retained by the hospital ar attend 
page 3 should be detached far use as the bur 


TO HOSPITAL OR ATTENDING PHYSICIAN 
TO FUNERAL DIRECTOR: After this certificote 


< 
& 
ea 
a 
= 


‘MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
$982 CERTIFICATE OF DEATH a OD 


2. usua cisedet oh (Where deceased lived. If institution: Residence befare admission) 


tor, 


fr 


1. PLACE OF DEATH 


2 ©. COUNTY 7 ‘COUNTY 
g ; 7 a: // 
& , MARYLAND PHitrntde trate 
fo) (If autside corporote limits, write | ¢, LENGTH OF yp IN Ib «. CITY Os TOWN (! outside corporote limits, write RURAL ond give nearest town) 
give neorest town} = AY) a 
y sg Lda FABLE 

ee 4 A d. NAME OF HOSPITAL (if nay in hospital, give street oddress) P 4 J creer ADDRESS: e. IS RESIDENCE 
=n OR INSTITUTION 4 Ze } y Be it ON A FARM? 
rey / VU: APL htm yj = sf Lis Zz Zz a ves [] No f— 
. 3. NAME OF a le 4. DATE Month Ony Year 
3S DECEASED Lipfy = nat OF \ 
ee tepecrerion oe ©. fofe} OS KYL ZOb DEATH Cat: Zwlo 

D 

oO 

2 


Ss s 6. COLOR OR RACE |7. 8. DATE OF BIRTH i RIF UNDER 24 HRS. 
seater NEVER MARRIED [] 49; 72 * to SPP ane 
TI, WIDOWED a Divorced [] 20d es. mae 


Li Tre OCCUPATION ae kind af wark done| 10b. KIND OF BUSINESS OR :NDust RY bi 2 ssid (State ar foreign eae) 12. CITIZEN oF WHAT COUNTRY? 
2 during most of working life, evan if retired 4 


on papers. 
jeoth. 


| 


15. Wi 5 ; Deceasiptven IN U.S. ARMED. FORCES! N16. SOCIAL SECURITY NO. 
10, 96. oF unknown) (oageiaseecy rs 


a 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line for (a}, (b), ond (oJ ONSET Abit) DEATH 


|__lranes peat w WAS CAUSED BY: 
IMMEDIATE CAUSE (0} 


r& 0.) DUE To 


Canditians, if any, which (b) 
gove rise ta immediote 

cotse (0}, stoting the under. ( OUETO 
tying cause last. ©. 


Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)| 19. Weeeeeor 


ves(} not] 
200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Port Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Dey, Year [20d. INJURY OCCURRED — ]208. PLACE OF INJURY Home, farm, 120F, (City or town} (County) (State) 
Bear’ ont White Nar white factory, street, office bldg., etc.) | 
p.m. 19 _ [ot work [7] ot work 7] ' 


21. | certify that | attended the deceos = CHL fhe he Ue a, YZ, 9G, to Li _a 196.0) thot | last saw the deceased 
alive on fi-44: ae a~ 195 296 and Yt death occurred ahh SD fram the causes and an the date stated abave. 


Sith He woe Flore bio, iti ate. ee Heh Ygleo 


equires thot the death certificote be executed within 24 haurs ofter deoth. Poge 4 
Then please remove, 


ysician. 
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-tronsit permit. 


he law ri 
the registror priar ta burial, cremotion, or removal, ond in ony event within 72 hows afte 


Cd 


page 3 shauld be detoched for use os the busiol 


MEDICAL CERTIFICATION 


PHYSICIAN'S 
NAME Bod. 


(220. BURIAL, CREMATION, | 220. DATE THEREOF BURIAL, a ay DATE pat ‘Zac. NAME OF CEMETERY OR esi RY. 2d. TION cit . fawn, 
Ch bd S, LEZ £1 Pas LYGHI A Pd 


23, cae DIRECTOR'S SIGNAT] ¥ 24g fice — Jab, REGISTRAR'S SIGNATURE ra 


AUG 8 Cabin (ft Geae: 
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= TO FUNERAL DIRECTOR: After this certificot 


=< 
a 
> 


z 


ga 
“Ee 


DATE 


1 _—— MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 r 
, CERTIFICATE OF DEATH S966 


a Reg. Dist. No. 
= 1, PLACE OF D 2. USUAL RESIDENCE (Where deceoted lived. If institution, Residence before odmission) 
be ‘b. COUNTY 
MARYLAND 
2 LLY das Z/ddACK 
g c. LENGTH OF STAY IN Tb “tL. &. CITY OR TOWN (If gbtside corporate limits, write RURAL ond give nearest town) 
zg i, > ie, 
# LecY, tty 2S ft hLhA <TH AMP TICL AK; 4] F, 
2 d. NAME BF HOSPITAL (not in NoipltalpeWelaiieet oddeeu) 7 id. STREET ADORES: vy ¢. 15 RESIDENCE 
Ps x OR INSTITUTION f wi ey ve BAO 
\L Dyer Ane _Liawken. eet ves BNO 


@ 


3. NAMI 4 brad Month Yeor 


E OF Fint 

DECEASED 

et MNWLLIAM GERALD FHIUZ 3 i {Mee me 
S. SEK 6 COLOR OR RACE |7. maRRiED BY Never married [7] |B. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 

lout hen. Months] Deys | Hours | Min. 
P2ttdd \NZEUTE \woow ) _oworeeo OD | 77, m 
ey, USUAL OCCUPATION (Give kind ef work dene] 10b. OR =e ‘OR INDUSTRY We mg Les 12. "ai OF Si. COUNTRY? 
J; during most of working life, 
Z - A-L7 VE ae otal x, (H, 


ol 


Pages | 


‘ 


14. MOTHER "S$ MAIDEN NAME 


SZ ZLLE eek nip Geeei 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT m= Address RTI 


Tes, no. oF unknown) {Nt yes, give wor or dates of service) 
2 2/5 -Z26~ hy, WLS Wb KL, LUi22flf Watthad, D bs tgp (LUMA 


——* 
1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (¢).} INTERVAL peTWeEN 


PARTI. 0 4 
rr Pe RES in COROVARY THROMBOSIS & AIMLTES 


Then pleose remove carbon popers. 


the registror prior ta burial, cremation, or removol, and in any event within 72 hours after death. 
P_. 


igned by the attending physician ond completely fil 


wa $ DUE TO 
< Conditions, if any, which mi 
E gave rise ta immediate 
$ co¥se (0), stoting the under. ( OUETO 


lying cause lost. ic 


murs DAME LL WELLER oh 


2a. rnc ty cee eS DATp THEREOF 


a7 ION (City, tawn, i) (State) 


moy be retained by the hospi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 haurs after death. Page 4 


5 a Paar ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[e)|19. WAS AUTOPSY 
= = MI 
= = 
~ 5 ves] No 
3 = [200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port It of item 1B.) 
: es & | OR CONTRIBUTING 1] CAUSE OF DEATH 
sz & | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
So rs > 
36 & ]%c. TIME OF INJURY “Month, Dey, Year | 20d. INJURY OCCURRED — [20e. PLACE OF INJURY {Home, farm, | 20F. {City or town) {County} {Stote) 
hee ey ray Hour o. m. While Nat eitie, factory, street, office bldg., etc. y 4 
25 = p.m. eels oO 
32 
23 21. | certify that | attended the deceased fram] 172, £0 RA, 1900, ta. Gas d.., 19C),,thot | last saw the deceased 
< 
ee alive on__ CAAA: , and that death occurred at lL °7Am, ¥ tam the causes and an the date stated above. 
Os * ADDRESS (Street, city or town, stote) DATE SIGNED 
oo ACTUAL 7 -]7<- 
gas | [ssw G.BIDGE BORD B=)]-b0 
es 
> 
<2 
os 
go 
° 
2? 
° a 
= 


buat 1¥/ 20/60 sa haaLtretecrsscallan,2U4 


poe hee S nau URE 5 =u 20. ded DEY REGISTRAR | 240/REGISTRAR'S SIGNATURE 
4) . 
.) (dda 14 oate “ANG 2 2 '60 Cthun £ Hiasaa 


YS Al: 
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2a 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


(0), sloting the underlying( DUE TO 
course lost. TY. {e) 


FOR ST. i = = 
HEALTH DEPT. a PLACE oF OF DE 1H 7 ~] 2, USUAL RESIDENCE (Where deceased lived, If inslilution: Residence before odminion) A 
ee > oe. ul ©. STATE b. COUNTY 
paee Carroll 7 MARYLAND Maryland. Montgomery“ 

ae £ b. cu OR TOWN {IF outride corporate limit, weite RURAL LENGTH OF STAY IN Tb c, CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
Reet Piicssabesy poe ae 

Bo 8% Sykesville 6mos.. 9day Silver Spring 13 34k _ 
he z d. NAME OF HOSPITAL OR INSTITUTION (It not in hospitol, give «treet address) d. STREET ADDRESS «- IS RESIDENCE 
£583 ; 
tae. OF Springfield State Hospital ._———||_—_—-'12813 Matey Rd. ___| 5 ONO RR 
a ae Fiet Middle Lost 4. DATE Menth Doy Year 

BH OAD q 

Bec? S Gress) _ Mary Eloise Toner Garvey |. Stamm ___ August 8, 1960. 
Bo oe > 5. SEX 6. COLOR OR RACE |7. MARRIED 3X] NEVER MARRIED (| ®. oate oF sint %. AGE ia soos IEUNDER TYEAR| IF UNDER 24 HFS. 
+“ Otter hall Months | Day He i 

oe : EF Female White |wrow tO —_ovorceo gg | July 26, 1918 Nie espe er pee Pes 4 

6 4 wel 100. USUAL OCCUPATION iors kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (Stote ‘or Foreign country) 2. CITIZEN OF WHAT COUNTRY? 

a? §R during most of working lite, even if retired) ; 

Be Housewife 1 ia aes Missouri _ _U,S.A. 

3 es 3 “4 13. FATHER'S NAME 14, MOTHER'S MAIDEN, NAME 

ne oF 

258g Michael Tonar Ciareapyetier ..  »  # a 

$5 2 & TS. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 

ott > S| Fer 90, or untnown) Uf yen, give wor ex dates of servics! 4 

= \L__No | - 2 = Springfield Hospital Records a4 H 

2 l 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c). ] VE a 7 S. llt ie ie Fi 

PART I, DEATH WAS CAUSED BY: 
£3 ¥5 ri IMMEDIATE CAUSE (0) Interstitial pneumonia x _Day 4 
¢ y™D 3 DUE TO 
3 Conditians, if ony, which ae ae ss. 8 {2 + bie Ed 
” gave rise to immediate coure 
$ 
£ 
z 
oc 
A 


Schizophrenic reaction, catatonic type. ie os sei 


—s ar removal, gedina 


PART i, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO. beatid BUT NOT RELATED TO THE TERMINAL DISEASE TONDITION Gi GIVEN IN PART is WAS “AUTOPSY 


200, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port tof 


m 1B.) 


MEDICAL CERTIFICATION 


> PRIMARY CJ or CONTRIBUTING [ 
a CAUSE OF DEATH. . 
Es = —— J 
‘0c. TIME OF INJURY Month, Doy. Yeor | 20d. INJURY OCCURRED [20c. PLACE OF INJURY (Home, foe, oe (Cily oF town) (County) (Stote) 
Hour 9, m, White Not while foctary, street, office bldg., el 
p.m, W ‘ot work [7] ot work 


21. \ certify that | tack charge of the remains described obove, held an Autopsy Inspection FJ, Inquiry Py. and in my 
opinion death resulted fram: - causes Ei). ccident ia; Suicide ian Homicide Gi Undetermined monner oO 


jo 


DATE SIGNED 


CHIEF MEDICAL EXAMINER [] 


ASSISTANT MEDICAL EXAMINER: o 
NAME (Ire James T. Marsh » M.D. DEPUTY MEDICAL EXAMINER PS 8/8/60 


220. BURIAL, CREMATION. 7b DATE THEREOF Me. NAME OF ¢ CEMETERY OR > Mak 72d. LOCATION (City, ro or county) (Stet 


ACTUAL 
SIGNATURE. M.D, 


ar its designated agent, prior to burial, ci 


4 should be farwarded ta the Chief Me 
TO FUNERAL DIRECTOR: Page 3 should be used os @ buricl-transit permit. 


execute the certificate, wr 


2 OVAL [apegfy) H,tL9 60 
23. FUNERAL IMECTOR'S SI ADDRESS Zao, RECO AY REGISTRAR | 240, REGISTFAR'S SIGNATURE 
b Reve ¢ fs of 222¢-Weas ‘. e Wile pate AUG 15 ‘60 hhh a Toms x 
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YS. AISME 
$m 2/57 


MARYLAND STATE DEPARTMENT OF HEALTH 


2 ( C DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
8996 CERTIFICATE OF DEATH | OS968 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If isliilion: Residence before odmision) 
he . STAI 
2 COUNTY Carroll maryiano || STATE May ee Seedy Carroll 


b. CITY OR TOWN (If auiside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest tawn) 
RURAL ond give nearest town) wa 


Sykesville --rural Sykesville - rural 
d. NAME OF HOSPITAL (If nat in hospitol, give street address) | d. STREET ADDRESS e. Pe Ga Res 


OR INSTITUTION: 
Fd. Oakland Mill Rd, SE) Nod 
3. NAME OF First Middle Lost Manth Day Yeor 
DECEASED | 
(Type or print) EDWARD R. GISBURNE “ 9 
5. SEX 6. COLOR OR RACE |7. marRieD [] NEVER MARRIED [-] | &. DATE OF BIRTH 9. AGE (In yeors IF UNDER 1 YEAR] IF UNDER 24 H 
2 lost birthdey) [Months] Days | Havrs| Min. 
male white —_|winowenfy_——ovorctoO] |Nov, J, 1888 T« 
100. Ao Eni ie) 1 kind a aa 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ivapiaheslick warkhoive evant rah , 
Retired Guwrer Trucking Cos Na? Bes. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John Gisburne unknown 
1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Addttmhurst, cD 


VAR DECEASED EVER UW) STARIED FORCES 
peak Mr, Edward H. Gisburne-380 S. Kenilworth Ave, 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (c)-] INTERV ALET CERRY 


He \ PEATI MODIATE case (a) __ EMBOLISN OF CORONARY A 20 mine — 
ae x OE 
Conditions, 1 any. hich __ARTERLOSCLEROTIC HEART DISEASE 15-20 yrs. 


gove rise to immediate 
cause (0), stating the under. ( OUE TO 


tying cause last, ()___HYPERTENSIVE CARDIOVASCULAR DISEASE 140 plus yrse 


Past Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)}19. es es 


Yes) No & 


owl 


. 


the funeral director, 
shauld be filed wit! 


¢. 


Pages 1a 


y event, within 72 haurs offer death. 


Then please remave carbon papers. 


igned by the attending physician and completely filled 


n, ar remaval, andl oe 


-transit permit. 


- 
3 
2 
= 
3 
£ 
3 
5 
3 
2 
= 
a 
= 
= 
3 
5 
3 
Fy 
H 
3 
Py 
3 
= 
s 
2 
3 
8 
= 
7. 
e 
2 
3 
= 
“ 
‘S 
se 
= 
z 
= 
Fy 
F 


200. ACCIDENT WAS_UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part t or Part Il of item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City ar town) (County) (Stote) 
Hour o. m. While Nol while: foctary, street, office bldg., etc.) | 
p.m. lot work [] ot work (J ' 


21. | certify that (I) (this haspital) PO" the deceased fram 8028260, 19..._, that (I) {we) last 
“¢ 


and that death accurred at LO.sBO0Aom the causes and an the date stated abave. 
Zo. SIGNATURE : ‘2b. DATE 


ATTENDING MED. STAFF GN 
M.D. | PHY: GE pirector PHYS. 8,258 


22d. ADDRESS 


Wn. H. Lawson, Jre, M.D. urg, Sykesville, Mis 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar county) (Stote) 
REMOVAL (Specify) 


Cremation 
cAL er 'S SI RE DRESS 250. REC'D BY REGISTRAR b. REGISTRAR'S SIGNATURE 


LAM: Tt AL ¥y 1 pate 3.0 '80 Catton £ Miaua 
Med - ‘ 


MEDICAL CERTIFICATION, 


$ 
NAME (Type) 


AL DIRECTOR: After this certificat: 
page 3 shauld be detached far use as the b 
the State Board of Health priar ta burial, crem 


may be retained by the haspital or attend 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


o TO FUNER 


aa 
2 
ae 
Ss 


ae 


MARYLAND STATE DEPARTMENT OF HEALTH 


—_ 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND (} 8 9 6 9 
A 

< 8997 CERTIFICATE OF DEATH 
a 3 . \ 7 PLACE OF DEATH Sens ts ae Udita Rese (Whe ‘ed lived. If institution: Residence before admission) 
s 8 a. a. b. COUNTY 
a ns MARYLAND 
oe i Le Carroll Maryland Balto, City 
= ow b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside carporote limits, write RURAL ond give nearest town) 
3 s = RURAL ond give neorest town) ,. 
ay ge Sykesville 27yrs,6mos,10|l\days _ Baltimore =>} 4 
2 2 2 c r % Oe NenTUTION (JF nat in haspitat, give street address) d. STREET ADDRESS ‘4 e BNR PARNE 
o =4 ci t 
f@e 3! pringfield State Hospita 1321 Cambria St. ves.) No DE 
2 6 3. NAME OF Heay Middle lost 4. DATE Month Day Yeor 
a 25e (Type or print) Graf DEATH August 30, i & 
c 
= ses ‘S. SEX 6. COLOR OR RACE 8. DATE OF BIRTH Lae IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= oie = icthdoy) [aa i 
5 a2 Male White * ie ielal Dec. 11,1868 ot iia (ic fsa WP 

ais 
Ss fa 8 ¢ 100 i peenie a ne. (Give kind bs ea 10b. KIND OF wanes OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g ses durin workigg life, even if retire 
SS? Prt d ‘maker - Maryland U.S.A. 
8 2 F g 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
e B82 Henry L. Graf Charlott 
& Bot y be arlotte 
2 = 8 2 1S. WAS DECEASED EVER IN U. S. ARMED. ee 16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
fe E = {fax no. ar unknown) UE yes, give wor or dates of service) . ‘ 
ve PEogh® @ Yes BpanzAmer. = Springfield Hospital Records 
3 ese 1B. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b). and (c).] INTERVAL BETWEEN 
3 = a 4 PART |. DEATH WAS CAUSED BY: CHEESE rat 
oe i IMMEDIATE CAUSE (o)_Arterioselerotic heart disease 
= Wes 2. G oveTo 

tig 
cap Tae Pp 4... if ony, which «Acute pancreatic duct abscess: Weeks 
3 BES gave rise to immediote 
3 68s couse (0), stoting the under. ( DUE TO 
ge he rae cause last. ©) 
3u8 8 ¢ ra I, OTHER SIGNIFI¢ IT CONDITIONS, CONTRIBUT, TO DEATH BUT at et RELAJED TQ THE TERMINAL DISEASE sete GIVEN IN PART I(0)/ 19. eg oo" 
2e0F5 5 = Bib aggoc.Wi t circ. dee. with arebr: eriosclerosis 7 ck No 
oe, = Ne 
4 8 u re. 
:@ 3 5 = cae Mara a 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il af item 1B.) 
z a g £5 3 | (F EITHER, NOTIFY MEDICAL EXAMINER) 
2e5 Ss & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20. PLACE OF INJURY (Home, form. | 20F. (City or town) (County) (Stote) 
year a Hour a.m. While Not while factory, street, office bldg., wed} 
zz2°2 NGS p.m. 19 lot work [[] ot work 
@e,28 - j ; 
pa gs ea 21. | certify that (I) (this haspital) attended the deceased fram. March 7,___.. 185., toAugust. 30,4, 1960., that (I) (we) last 
232% 
Ceres sow the deceased alive an August__29, 19. and that death accurred at 631@ Albom the causes and an the date stated abave. 
Gio o = 
= >e 32 Ta. SIGNATUR 2b. DATE 

oat, bd ATTENDING: MED. STAFF 
Sees 6 d LL PF Za { 1G artple Mp. | PHYS: DIRECTOR PHYS. OF 8/36 768 
O2Bre Rec. HP ET ws — i, 22d. ADDRESS 
‘3 3 JA! pe] 
cee 8 pe Agustin delCampo, MiD. | Springfield State Hospital, Sykesville,Md. 
=e 4 et 
& 3 Pd 2 & Bo. hos merain ‘23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State) 
3S specify} i 

See G- 260 Cake A Bes, « Pax: ZZ 
- ‘24, FUNERAL DIRECTOR'S SIGMATURE ADDRESS ‘25a. REC’D BY REGISTRAR ‘2Sb. REGISTRARS SIGNATURE 
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0 Wyte thy Van ob Wore (30 E~ PVE SR |e SEPT "60 | Cutten £. Kiana 
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MARYLAND STATE DEPARTMENT OF HEALTH 
VISION OF STATISTICAL RESEARCH AND RECORDS —— BALTIMORE 1, MARYLAND + 
899 NS970 


CERTIFICATE OF DEATH 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before i 


o. COUNTY Gapter maryiann |} ° STATE Maryland ast Montgomery 


b. CITY OR TOWN (if outside corporote limits, write Ri LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


RURAL ond give neores! lown) -—~ « 


Sykesville mos. 3 days Silver Spring 1S2a Oo --4 
fe 


d.N. if ti itol, give street odds d, STREET ADDRESS RESIDENCE 
AME OF HOSPITAL (If not in hospitol, give street oddress) Rist Si 


OR INSTITUTION 
tal. 2021 Osborn Drive vs Nog 


NAM First Middle tout 4. DATE Naaman Day rs 
(Type or print) Harriet Beulah Grier DEATH August bys 160 


3. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthdoy) [Months] Doys | Hours] Min. 
Female White wioowen] —_ovorceof] |April 6, 1887 ys. 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Housewife ------- Maryland U.S.A. 


13. FATHER'S NAME ry 14. MOTHER'S MAIDEN NAME 


WikkrA ly T. CKER Harriet Harkins 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
(Yes, no, oF unknown) | AE yes, far or dates of vervice) 


No od ----- Springfield Hospital Records, Sykesville, Md. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 


PART |, DEATH Was caustD ay. Confluent bronchopneumonia 2h hours, 


should be fy 


= 
J! 


@. 


corbon popers. Poges 1 


ofter death, 


Then pleose remov 


Ic 0. * DUE TO 
Conds, if ony, hes Metastatic carcinoma to the liver Months 
gove rise to immediote ; 
¢ (0), stoting the under. ( OUETO 
vineeeindliene. Carcinoma of the cecum Months 


Pagr II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}} 19. WAS AUTOPSY 


assoc, with brain disease, with psychotic reaction. __| ves noo 
20. Sea one WAS _UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of tem 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED ‘Qe. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
Hour om. While Not while fociory, streel, office bldg., etc.) ! 
jot work [] of work [7] ( 


21. | certify that (I) (this haspital) attended the deceased from. March _31,__. 19.40, to _-August 4... 19.60, that (I) (we) last 


saw the deceased alive on. Angust_4,.1960. and that death occurred at. 81.0), freM.the causes and on the date stated abave. 
2b, DATE 


gIGl 
August 4, 7 
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een signed by the ottending physician ond completely fille 


ronsit permit. 


cremotion, or removol, ond in ony event, within 


; 


MEDICAL CERTIFICATION 


ATTENDING MED. STAFF 
| PHYS. OO director 1) Pos. 
7d. ADDRESS 


2c. NAME OF CEMETERY OR eoceh 23d. LOCATION (City, town, or county) (Stote) 


Ciznutoo Cemet a Washinaten pe. 
24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS: . REC'D BY REGISTRAR 286 REGISTRAR'S SIGNATURE 
ML 0 pel, 7 


Peak Furcral Hors Y4SIR Gr Ave. h wre AUG 9 ‘60 Cinttun o£ Pane 


poge 3 should be detoched for use o: 
the Stote Board of Health prior to buriol, 


S TO HOSPITAL OR ATTENDING PHYSICIAN 
TO FUNERAL DIRECTOR: After this cer! 
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MARYLAND STATE DEPARTMENT OF HEALTH 
g 9 g VISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 1897} 


1 eee ae Usui RRO ENCE: (Where deceased lived. If institutian: Residence before admission) 
—" Carroll marviano || ° TA Maryland bcOUNTY Carroll 


SEF - a) 
b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town} 
RURAL ond give neorest town) } 


Rural Keymar Lifetime RuralKeymar v4 


“ 
NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON _A FARM? 


Sharret Road Sharret Road ves J NoO) 


rE First Middle 4. DATE Month Doy Yeor 
UType or print) Laura Virginia DeatH August 111960 
5. SEX \6 COLOR OR RACE | 7. eit NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthday) [Manths[ Days | Hours | Min. 
Male | White _|wwowen pg —bworceoO | July 4, 1877 83 om 


10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during mast af working life, even if retired) 
Own Home Maryland U.S.A. 
oy 13. FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 
| 
Samuel Angell | Mary Brown 
'5. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. | 17, INFORMANT Address. 
Rin. mac amneeen) yal. Bee euree deny el seri 
| 212-40-5984 |Miss Thelma Hahn , Keymar, Md.. R.D. 


No 
18. CAUSE OF DEATH [Enter ‘only one couse per line for (0), (b), ond to).} INTERVAL BETWEEN 


i 
egg. AND DEATH 
PART I. DEATH WAS CAUSED BY: t Dh : 
r 4 IMMEDIATE CAUSE (a} CHensce CLO MAL CgPasinciet P 


cause (0), stating the under- ( DUE TO 
pout Seely a 


A . DUE To J 4 
Conditions. if any, which or (Rukh hs é ae 
gove rise to immediote 


Paat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)|19. Heer 


Yes] Nol) 


20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part 11 af item 1B.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, orm 120K (City or town) (County) (State) 
Hour om. While Not while factory, street, office bldg., etc.) | 
p.m ‘at work [J ot work 


MEDICAL CERTIFICATION 


-- LO, 196-¢ that (1) (we) last 


saw the deceased ative an._. c A ses and an the date stated abave. 


22a. SIGNATURE 22b. DATE 
Re NS MED. RO 
‘s __M.D.| PHYS. [8 _DiRECTOR PHYS. 3 
2c. NAR ans $ ———" 7d, ADDRESS: 
ial 2 H. Le G__ Mp hues rude mm 


23a. BURIAL, CREMATION, | 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State) 


“Burial Aug. 13,1960 | Keysville Cemetery Keysville, Carroll, Maryland ' 
» | 24. AG MG A ADDRESS: 250. REC'D BY REGISTRAR 25b, REGISTRAR'S SIGNATURE 
. SS ny Taneytown, Maryland DATEAUG 15 ’60 Onthun £ Hae 


> 


18 Film 2? -9-6] «MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND ( § 9 | 9 


oa 
; 9000 CERTIFICATE OF DEATH 


i He eal 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare odmissian) / 
a, COUN’ a. STATE | b. COUNTY 
Carroll Micsiip-eisnd (vj (Wash.e, D.C. Prince George 
b. CITY OR TOWN (If outside corporate limits, write | ¢, LENGTH OF STAY IN Ib. c, CITY OR TOWN {If outside carporote limits, write RURAL ond give nearest tawn) 
RURAL ond give neorest town) . & 
Henryton 3 days Washington PA swabs 
d. ere or Hoe pAL (If not in haspital, give street address) d, STREET ADDRESS e. es 
OR INSTITUTION. 
Henryton State Hospital 8720 Livingston Road ves No 
3. WARE zt First Middle last 4 Bere Month Day Year 
(Type or print) Lucy Ford Johnson DEATH August 24, 19 60 
$. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Ist birthday) [Months] Days | Hours] Min. 
Female Negro wivoweoXX —_olvorceo tC] | 5=29=-1888 720 on. 
10a. USUAL OCCUPATION {Give kind af wark done] 106. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of warking life, even if retired) 
Unemployed Brandywine, Maryland U. S. As 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Joseph Ford Unknown 
ve WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
fan eoggnivess) ley give wero, dat of sorvca 
hd | Unknown Memie Miller- 8720 Livingston Rd. Wash. ,D.C. 
1B. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a), Coronary Occlusion * 


O eo \ pd DENK, 1. 

OO AX ae$ 

Conant, ifenymvwiich #4 7 Cardiovascular arteriosclerosis 

gave rise to el ve FR | 


ining cove tot “8 ( =" Moderately advanced pulmonary tuberculosis 


lying cause lost © 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 


19. WAS AUTOPSY 
PERFORMED? 


| ysQ noQ 
200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Port Il of item 1B.) 
‘OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY {Home, form, | 20f. {City or tawn) (County) {State} 


Hour, m. 
p.m. 


21.1 certify thot (I) (this hospital) attended the deceased from. August 221960, :. August 24 )60 that (1) we) lost 


i nm 
sow the deceosed alive on._AW 224, 1960 and that death accurred a! SAP fram the causes and on the date stated abave. 
2a. SIGNATURE 2b. DATE 


Dr. Edgars M. Maculans, Supt. cca? 
22c. PHYSICIAN'S 


NAME ype) Oelcars Ch. Wjaers fey 


While Not while 
at work (] at work 


MEDICAL CERTIFICATION 


foctary, street, affice bldg., etc.) | 
{ 


ATTENDING MED. STAFF 
D. | PHYS DIRECTOR) PHYS. () 


22d. ADDRESS 


‘230, BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME. OF CEMETERY OR CREMATORY 


era - *¥-bo | CI uch 


FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 250. REC'D BY REGISTRAI 
Joh Ti ta Co SOS a Sf. d, Z. d C | vate AUG 3 0 50 


23d. LOCATION (City, tawn, pr, coynty) (Stote) . 


2. ‘25b, REGISTRAR'S SIGNATURE 


Cinta £ Fema 


MARYLAND STATE DEPARTMENT OF HEALTH~BALTIMORE, 18 
9()0 4 MEDICAL EXAMINER'S CERTIFICATE OF DEATH | 18973 


@ 


i 3 § 1eg. Dist. No. 

g z 8 2. USUAL RESIDENCE (Where deceused lived. If Institution: Residence before odmission) 
as este Maryland = SONY, Balto.City 
ay a) b. CITY OR TOWN iif outside corporote timit, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN JIF outside corporale limits, wrile RURAL and give neorest town) 

88 3 ‘ond give nearest town) r. ‘ i} 

ee Sykesville 25yrs.lOmos. {days Baltimore at tJ 

ee Ue d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d, STREET ADDRESS e S RESIDENCE 
“ye ' 

ie 15 | springfield state Hospital 630 Cokesbury Ave. ves)_NO 
3 

> 

5 


‘ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


ek )  _DUETO 


a 
Conditions, if oa rs 


in pencil in Item 18. Give Pages 1 


ove 3. eas Fira Middle Lost als Month Day Yeor 
223 {Type oF print) Charles Killmon | oeam August 9, 16 
r Ka 3. SEX 6. COLOR OR RACE [7- MARRIED [] NEVER MARRIEDQ]| 8. DATE OF BIRTH 9 [AGE we yeou [IFUNDER 1YEAR| IF UNDER 24 HRS. 
¥e Mite White wioweo[] —_vivorceot] | July 9, 1899 GL ye, [MER] Deve | Howes] Mn: 
O23 om Kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 2, CITIZEN OF WHAT COUNTRY? 

taf Ny if retired) 

c ( \ ye AF ret 
Eee ¥ None Vin Maryland U.S.A. 
a a A) 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 

& Charles W. Killmon Elizabeth A. White 

3 15. WAS DECEASED EVER IN U.S. ARMED FORCES? [16 SOCIAL SECURITY NO. ]17. INFORMANT 

ede paneer 

5 No - = Springfield Hospital Rbootils 

2 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (bj, and (c).] B INTERVAL BETWEEN. 

= 

3 

2 

= 

2 

2 

& 

o 

g 

2 


z 

o 

i 

2 

= 

€ 

& 

Fe 

2 

a gove rise to immediate coure 

s (0), stating the underlying? CUETO 

a = cause lost, Pe re tc 

“4 Sause lost. ——E— 

783 ) |Z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART Wal]19, WAS AUTOPSY 

Pe ahs Schizophrenic reaction, paranoid type. sm NO] 
=: = [200. EXTERNAL CAUSE WAS [20b. DESCRIBE HOW INJURY OCCURRED. |Enler nolure of injury in Port | or Part Il of item 18.) 

Bes & | PRIMARY [J of CONTRIBUTING [) 

SED § | CAUSE OF DEATH. 

J y 

gb 3 3 | 20c. TIME OF INJURY Month, Day, Year [20d INJURY OCCURRED ]20c. PLACE OF INJURY (Home, form, T20F. (City oF town) (County) ‘Storey 

ota Fal Hour 9. m, While Not while factory, street, office bldg., el 

£2, = pom. 9 at work [] ot work [[] ' 

a rm" ‘7 + . % 
2se 21, I certify that | took chorge of the remains described obove, held on Autopsy XJ, Inspection [R,  Inquiry $€], ond find that 
is ‘ deoth resulted from: Ngtural causes [], Accident (J, Suicide [], Homicide [], Undetermined couse [7]. 

s IONED 

ben 1 

ese pl ae Fe , 7 Waa \ wip, CHIEF MEDICAL EXAMINER [] lal og 

$s z = 3 5 ASSISTANT MEDICAL EXAMINER [_] 

£32 NAME (lyre) sg T. Marsh, M.D. DEPUTY MEDICAL EXAMINER PA) 8/10/60 

g?5f Tia. BURIAL A ERERATION. 7b, ay Tesh: 7c, Ne OF CeyeTERY aD on y SPOON IEA, tom comnp State 

ee) , Ay Lo LMA y, 
. \ Len t2 YAY) Appia LETECCHL LE 4 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 hours after deoth. 


ea snheieh i UR OF Qa, REC'D ze. eS i 2b, REGISTRARS SIGNATURE 
5M 9755 VEZ 7 ide, Ze pare AUG 23 Cather f Foe 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND (j 8 g 7 4 


9002 ___CERTIFICATE OF DEATH. 


s 
Zs 


t The law requires that the death certificate be executed within 24 haurs after death. Pages 


3 ‘Saaied 1, PLACE OF DEATH USUAL RESIDENCE “es deceased lived. If institution: Residence before admission} 
fy 9. COUNTY Resvento a. STATE b. COUNTY C 
Se Carroll Baltimore City 
De b. CITY OR TOWN [If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporote limits, write RURAL and give nearest town) 
$4 RURAL and give nearest town) 
si? Sykesville 2 Mos.16 Day BaJtimore City ,30 
oe. d. NAME OF HOSPITAL (If nat in haspitol, give street address) $ 
£2€) fe OR INSTITUTION eo WEST S bed 
o Loe: ae ~ 
. Hospital Spee lie, Biei7 
° . NAME OF First Middle Lost 4. DATE ‘Month Doy Year 
DECEASED OF 
eset William Edward little = 8 26 1960 
5. SEX 6, COLOR OR RACE |7. MARRIED [L] NEVER MARRIED [1] | 8- DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
last birthdoy) [Months] Days | Hours] Min. 
Male White WIDOWED [5 Divorced [) Y/I yns. 
TOo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of warking life, even if retired) 
w;etrack guard U.S.A, U8. 
}. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


? _(hizabeth 0. ? 


Then please remave carbon papers. Pages 1 


Ef 
EY 
= 
= 
a 
a 
{3 
5 
& 
Be) 
e 
5 
< 
pS 
Bt 
S 
£ 
a 
o 
= 
a 
e 
2 
3 
o 
2 
~ 
a 
y 
3 
e 
a 


< 
8 
3 
s 
a) 
4 
3 
2 
Rg 
r 
3 
os 1g, WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
< as, 10, oF unknown} Ut yen ie vi > 
$ 
s |W 216225672 Sariagtiels State Hospital Hecord 
3 18, CAUSE OF DEATH A only one ce line for ©) {b), on eS: } INTERVAL BETWEEN, 
< PART I. DEATH WAS CAUSED BY: Conges ive Heart "ailure 
a IMMEDIATE CAUSE (0) Days 
6 OX J fr. DuE To 
ae — & Bilateral Pneumonia Days 
a Conditions, if ody, which w 
ES ove rise to immediote 
ba cause (0), stating the under. ¢ DUE TO 
4 5 lying cause last. e) 
5% 4 Part ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
z2 \\ |z|C-B.S. associated with Senile Brain Disease eB NOC) 
@ B& = 20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part It of item 18.) 
Ze56 0 & | OR CONTRIBUTING L] CAUSE OF DEATH 
aguf— & |(UF EVTHER, NOTIFY MEDICAL EXAMINER) 
ee ==. ah 
Sores & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (Caunty} (State) 
cea ee Fay Hour a. m. |White Not while factary, street, office bldg., etc.) : 
E5i?? = p.m. 19 {at wark ([] ot wark 
we ees " ; 
Zz $s a 2. | certify thot (1) (this oe cursed the gleceosed from.__¥ f_ 10, Lae HOLeS/__ St. . 192M, thot (I) (we) last 
g222 60 Palid 
8 2 2 ce sow the deceosed olive on__“'/_ €*'_____1%¥ ond thot death occurre?@t2P M, from the couses and on the dote stoted above. 
F=o58 / 2c. SIGNAT a j 25.0476 
5G? 1 pf J ATTENDING MED. STAFF 
EK 35 Atay hel ied <) __-MD.| PHYS. DIRECTOR PHys. OE 8/26/1960 
o? & 2 z Te. Paes = 22d. ADDRESS 
sini. Ss. IAME (Type! 
af258 
Se ese 
i ace a 
& eels 8 ary CREMATION, 23b, DATE THEREOF “— OF CEMETERY O1 aia 23d, LOCATION (City, tawn, or county) (Stote) 
Fr) REMOVAL ci als 
oes ge burial” |§-29-60 altimone Nation 
oft 
ro 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


Leonard §. Ruck 5305 Hargond Rd. 


25a. REC'D BY REGISTRAR 


paUG 3 0 ’60 


2Sb. REGISTRARS SIGNATURE 


Crthun £ Finals 


= 


She 
Sa 
= 
gS 
S 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
3 CERTIFICATE OF DEATH neg. tod 29 


com) 


its we 
& BS aL eter Wf fit 2. USUAL RESIDENCE (Where deceased, lived. If institution: "Z nce before Vepiea ll 
5 iD 
2 38 ei MARYLAND wy, Ae ” Ze ACCENT 
£ 3 b, LL. OR TOWN eee outside aa limits, write [.¢. LENGTH OF STAY IN Ib c. CITY OR TOW (IF outside aw, limits, write, v2 sf targa RE, neo town) 
3 6 RAL ond give Beer , 
= 53 ft FE a? SHO XZ 
2 22 d. NAME OF H@SPITAL (If not in = give streeKaddress} ., d. STREET ADDRESS, e. se AEDES 
+ =% OR INSTITURION j ‘A FARM 
v. ~ d e 
eS ES ial NO, 
2 7° 3. NAME OF First idle Lost 4. DATE 
2 3; fetes METIS ~o- LUD wrt | Bam 
c = 
£22 cea: 6. COLOR O = 7. MARRIED [} NEVER MARRIED [] | 8. DATE OF BIRTH 
a ~{ i tel wiooweo jx} divorced [) 122.80 ~/ 527 
gfe 10a. USUAL OCCUPATION (Give king of work done] 10b. KIND OF BUSINESS OR INDUGZRY |11, BIRTHPLACE ay ie or 27 me | 12. CITIZEN OF yal 
8 durin: rking life, eved if retired) 


~ 
13. Fi Bind 2 'S MAIDEN Ni od 
ech 
mt 
3 ie WAS Pecepsa ae INU, S..ARMED FORCES? |16. IAL SECURITY NO. eeOREN Ts LegsTh 
a {Yet no, or unknows wor or dales of service) “id 
: 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (¢).] 


PART I. aMtal ‘WAS CAUSED BY: 
IMMEDIATE CAUSE (0), 


-} 
% A DUE TO 


F f 
€ INTERVAL BETWEEN 
ONG AND DEATH 


Then please remave carban pop 


the registrar prior ta burial, crematian, or remaval, and in any event within 72 hours after death. 


Conditions, if ony, which ) 
gave rise to immediote 
couse (a), stating the under- 


DUE TO 


w requires that the death certificate be e: 


ransit permit. 


S lying couse lost. el 
3 5 Part Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
Bs 2 
@ < ves [] NO 
& = [200. ACCIDENT WAS UNDERLYING C]__ ]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I ar Port Il of item 18.) 
& | OR CONTRIBUTING LJ CAUSE OF DEATH 
G | (IF EITHER, NOTIFY MEDICAL EXAMINER} 
& ]20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, form, 1 20r. {City or town) (County) (Stote) 
i Rice ein White Nat whila factary, street, affice bldg., etc.) 
= p.m, 19 lot work [] at wark H 
— 
21. | certify mo | attended the deceased fram,__*==_________-_-. oD. as SG Se ee ee , 19__,that | last saw the deceased 
ONyeION.. __. wetetee 28, Gipt web , and that death occurred al #___M, from the causes and an the date stated abave. 


ACTA i li + re ee ee 
ms W.-H Foard MP PALE. ee d 


22a. BURIAL, CREMATS IN, | 22b. DATE THEREOF Yc. NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City, town, or county) (State) 


‘ REMOVAL (SF } 
‘ (121 ’ ioe alt = Latid te td bo Métttp (i C2 pkg 
ER, COMEeTOH SIGHATY ADDRESS 2d. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
v\ 7 1 
caso sees Olen. Maree plead Jefe sit 1 "60 | "Cotes f fon 


page 3 shauld be detached far use as the bur 


may be retained by the haspital ar attendi 
TO FUNERAL DIRECTOR: After this certificate Mas been signed by the attendi 


& TO HOSPITAL OR ATTENDING PHYSICIAN: 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH G8976 


—_ 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, form, 20f. (City or tawn) (County) (State) 


While er tatie factory, street, office bidg., etc.) | 


jot wark [7] at work 


MEDICAL CERTIFICATION 


21.1 certify that @ (this haspital is fi BG, Ye, RM 8 / 
saw the deceased alive vn 8/19 a NIES, 
a 5 2%, DATE 
7 IGNED 
| AAD PLECLL. ao |B Boe BES B/i9/68 
2c. PHYSICIAN" 


72d. ADDRESS 


~ ce 
& 3 = 1 ees OF. DEATH 2 USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 
2 £8 eigen Carroll MARYLAND 5 Maryland b. COUNTY y 
€ Be B. CITY OR TOWN [If outside corporate limits, write | c. LENGTH OF STAY IN Ib ©. CITY OR TOWN (IF autside carporate limits, write RURAL ond give nearest lawn) 
g 3 RURAL ond give nearest ery 
= 5. Rural = Sykesville Sy. 3m. 1d. Baltimore City 
= 22 (Ss d RAMEE aera {IF nat in haspitol, give street address) d. STREET ADDRESS: 7 44 e Beate 
“fe gehe - 
zo Springfield State Hospital 871 Park Avenue N ves D]) No 
2 7 5 3. NAME OF First Middle low 4. DATE Month Day Yeor 
Se: gsecereeint Mamie Josephine Martin DEATH 8 19 1960 
Sy pee 5. SEX 6. COLOR OR RACE |7. Married {_] NEVER MARRIED [XJ | 8. DATE OF BIRTH 9. AS, eae IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= 4 last birthday) | Month i 
a teres female white winowen [] Divorced 1] 8/3/78 ys | ccaee |r| eae ae 
£D 
2 Bis.2 100. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
8 825 during most of working life, even if retired) 
cee Decorator Interior decorato: Maryland USA 
age ar 3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Sic 
2 3% Alexander T. Martin Mary Wilson 
=e ot 15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
= EE (far, 90, 0¢ unknown} {It yes, give wor or dates of service) 
B off no | Springfield Hospital records, Sykesville, Md, 
© 
3 5 2 5 1B. eet no et — ae per line far (0), (b). and (c)-] INTERVAL BETWEEN, 
2 ® ae ” DEATIMMEDIATE Cause (a)__ Cerebral hemorrhage Hours 
5 £265 | § DUE TO 
= S25 Canditions, if any, which »__Arteriosclerotic cardio-vascular disease Years 
6 ges gave rise to immediote 
=n Weve cause (a), stoting the under. ( UE TO 
Pers. lying couse last. fe) 
eecs See ee ae EUS 
3295 z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a}]19. WAS AUTOPSY 
go> 5 ' 
@ 3 CBS assoc. with disturbance of metabolism, growth or nutrition, with ves []_ NOX) 
eM 200, ACCIDENT WAS UNDERLYING (]__ ]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part lar Part llafitem 18.) S@NiLe brain disease 
hago 
2 
3 
= 
8 
a 
£ 
Fy 
=z 
2) 
a3 
2 
5] 
a 
° 
= 


a 
© 
é 
6 
g 
5 
& 
Bl 
A 
a 
5 
4 
3 
3 
a4 
> 
3 
= 
” 
ra 
g 


may be retained by the hospital or a 
& TO FUNERAL DIRECTOR: After this cer 


e 


TO HOSPITAL OR ATTENDING PHYSICIAN 


NAME (Type) 
Konstantin Weber, M. D. S: 
23a. BURIAL, tigen 23b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 8d. LOCATION (City, tawn, ar caunty) {State) 
. OVAL (Specify) 
Birter 8/22/60 Trinity Cemetery g Vs City, Ma, 
24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 250. REC'D BY REGISTRAR ‘5b, REGISTRAR'S SIGNATURE 


Be 


=> 
2 
és 


pate AUG 23 '60 Cinbletn WG ah 


W.OLARKE MATTINGLEY 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


9005 CERTIFICATE OF DEATH (ior 


a 


( 


577-09-9519 Mr, Clarence C. Carty, Frederick, Md 


INTERVAL BETWEEN 
ONSET AND DEATH 


18. CAUSE OF DEATH [Enter onl: line for (a), (b) id (c}. 
pst Caehad (2), {b). ond ( ly 


Pm PART A. pag ‘WAS CAUSED BY: 
IMMEDIATE CAUSE (a), 


*% 2... Z 
8 DUE TO 


. ‘ \Za j 
Conditions, if anys fis pe Leunt 
gave rise to immediote 
couse (a), stating the under. (OVE 10 B E éo 
cause last. (e) ATILCR = 
Pant Il, OTHER SIGNIFICANT CONGMTIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART T(o)|19. WAS AUTOPSY 
ves (] NO 


20a. ACCIDENT WAS UNDERLYING [1 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


n, or remaval, ond in any event, within.72 haurs after death 


s been signed by the attending physician ond completely filled 
transit permit. 


ysician. 


eka 
& 3 3 1 “oe 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
S 8. a. °. b. COUNTY 
S3 Carroll odio Maryland Carrol) 
=) et b. CITY OR TOWN (If outside corporate limits, write | c, LENGTH OF STAY IN Ib |] c, CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
8 8 Rurat. ay st tawn) » 
0 5x8 ersburg ll yrs. »Rural-- Eldersburg 
2 £ £ f d, NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADORESS e. IS RESIDENCE 
3° ght £ INSTITUTION, ON A FARM? 
x a X | Liberty Ra., P.O. Sykesville iberty Ré,, P,0. Sykesville | 0 
2 S a> ee oa Fiest Middle Lost 4. eee Month Day Yeor 
af; (ype or print) ROBERT GEORGE MILLER beard AUgUSt hy 19 60 
= 3 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
2 he XK, lost birthday} [Months] Oays | Hours Min. 
oe ‘ale White = |wiowe tenons O | January 12,187 83 ys. 
Ss a 10a. USUAL OCCUPATION (Give kind of work dane! 10b. KIND. OfLaatNesxO R INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 a agree most of working life, even if retired) 
Bopet, s isible Equipt. England England 
B a |. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
So 
Bes gs Harry Miller Mary PP. Harding 
= e 4 Rp ec ga ee us Paleo: whore 4 16. SOCIAL SECURITY NO. | 17. INFORMANT Aodrai ds. Zz. Patrick 
2 ee 
B ge 
3 2a 
SP oye 
este 
= fie 
<a 
: 
= 
£ 
= 
py 
= 
s 


eo 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part If of item 18.) 


crema! 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 
Hour a.m, While Not while 
p.m lat work [1] ot work [7] 


2u I certify that (I) (this eT: a the deceased fram. Af ier eae [fc escsaaln fo ee it --. 19-2, that (1) (we) last 


‘200. PLACE OF INJURY (Home, form, ae (City or town) (County) (State) 
factory, street, office bldg., etc.) 


MEDICAL CERTIFICATION 


saw the deceased alive an__' eos ted, and that death ‘accurred at____. M, fram the causes/and an the date stated abave. 
2a, SIGNATU 


7E SIGNED 
ATTENDING MED. STAFF 

ss M.D. | PHYS. A Director ] PHYS. 0 4, 

22c. PHYSICIAN'S. ‘2d. ADDRESS < 


the State Boord af Health priar to burial 
nee, 


zs 

Z> 

25 

<= 
Ze 


TO HOSPITAL OR ATTENDING PHYSICIA 
may be retained by the haspital or atten 
TO FUNERAL DIRECTOR: After this certifi 


NAME (T 
i eam EB. Hall M.D. | Sean fa eh 1) ee ee 
73a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c_ NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) (Stote) 
&& |Aug. 6,1960|Mt. Olivet Cemetery Frederick , Maryland 
24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


Citar £, 


C. M. Waltz, Winfield, Maryland pANG 8 | ‘60 


Ted.with 


yy the funeral director, 


and 2 should 


campletely filled 


ve 


Then please rema 


law requires that the deoth certificate be executed within 24 havrs after death. Page 4 


ysicion. 
ransit permit. 


the registrar priar ta burial, cremation, ar remaval, and in any event wi 


tf 


TO FUNERAL DIRECTOR: After this certificate 


page 3 shauld be detached far use os the buri 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
may be retained by the haspit 


Zs 
=> 
2a 
8s 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


ay 9006 CERTIFICATE OF DEATH 8928 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
ra MARYLAND || b. “Wyn & 
B. GIy ORTOWN [ oulide corporate limit, wig Te. LENGTH OF STAY IN Tb ITY OR TO! ‘ote limits, write RURAL and give pacrest town) 


pyaeey ’AL ond me ve neare 


d. ——s OF nae (If not in hay 
‘OR INSTITUTION 


@. 1S RESIDENCE 
ON A FARM? 


yes] NOSE 


3. NAMI First Middle 4. DATE Month Day Year 
a oe OTE, i — MAEM inne, | Sam - 2. yaa) 
9. 


I, give street added 8) Ly iy STREET ADDRESS 


v 


. SEX Cotor be L 7. MARRIED [1] NEVER MARRIED [1] |8. DATE OF BIRTH AGE (in years Fe NDER 1 YEAR]IF UNDER 24 HRS 


wipowen Bt pivorceo [] NevT- 13. ‘A 7. biahdey) 


yrs. 
100. sat OCCUPATION {Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY # fareign country) 12. CITIZEN OF WHAT COUNTRY? 
a? W rggh gf working fe, even if retired) 


: 
Geren col lw-S,A- 
xa) i ij OL an " Ee “Tf 14, MOTHER'S: — ME 
i ‘AS DECEASED EVER IN U.S. od lig a 16. SOCIAL SECURITY NO. INFORMANT iit ed 
ES ee eal 
- 
Yo -([6-239%¢ “Mrs leek Mal [aera Bud 


Days | Hours Min 


11. BIRTHPLACE (Sto 


18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), i (¢).J INTERVAL BI 


EEN 
. PART |. DEATH WAS CAUSED BY. - ee 
f~ IMMEDIATE CAUSE (a) ease Ae 


é fbf xX DUE TO 
fo OITt % Seep gS : gu Fru 
Conditions, if any, which Origen al SMS ot - ? 
gave rise ta immediate 
couse (0), stating the under. ( CUETO 


lying cause last, el 


Bi Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN FART 1(o)]19. WAS AUTOPSY 
= 
ss yes] No 
E | 200. ACCIDENT WAS UNDERLYING Ty | 208: DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Port I! of item 18.) 
& | OR CONTRIBUTING C1 CAUSE OF DEAI 
& | Gr citer NOveY MEDICAL EXAMINER) 
& ]20c. TIME OF INJURY Month, Dey, Year [20d. INJURY OCCURRED — 20e. PLACE OF INJURY (Home, form, | 20F. (City ar tawn) (County) (State) 
ral cee apa ree 4a factary, street, affice bldg., etc.) | 
= 19 lat work [1] at work [7] H 
2.4 ae that TEs led the deceased fram.__ ‘TEP. eee = 3 ’ Wry: at A9___,that | lost saw the deceased 
alivean___ff3Uf we Al , and that death accurred wien fram the causes and an the date stated abave. 


ADDRESS (Street, city ar tawn, state) 


ste —2Y,E, Malian done no. Plcwade Waa hewrejdaraf 


PHYSICIAN'S 
NAME (Type} 
Me, pete Cispeclyyy 
; VA i 
(bececal 


LS-/ 


2b, DATE THEREOF Me. HE OF CEMETERY OR CREMAT, 
- é 


ADD = ra 2db. REGISTRAR’S SIGNATURE 


Onan £. 


24a. REC'D BY REGISTRAR 


oWWG 4°60 


23. ERS DIRECT. R ATU! 
N i, @ F , 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 6 g« f 
8983 CERTIFICATE OF DEATH 8979 


Reg. Dist. No. 
2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


0. STATE MN? b. COUNTY CaRRoL (= 
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1, PLACE OF DEATH 


‘e. COUNTY, 


Apnkhoeke MARYLAND 


3 b. CITY OR TOWN (If autside corporate limits, write | c. LENGTH OF STAY IN tb c, CITY OR TOWN {If avtiide corporate limits, wrile RURAL and give nearest fawn) 
33 " RURAL and give neared! town) We eke 
$2 3 Yins I ESTMInsSTEe ® 
£ 2 r.4 d. renee (I nal in hospital, give stree! address) d. STREET ADDRESS e apa 
Ss f 3 FParic AVE. U 24 MARK Ave eo NO 
¢ 2. NAME OF First Middle tow 4. DATE Month Doy Yeor 
DECEASED OF : 
typeerpiny Vi A RY Vir ecw sony | eam ae 19 @O 
3. SEX 6. COLORGR RACE |7. MARRIED [] NEVER MARRIED KY [@. DATE OF BIRTH 9. AGE (In yeors [\ UNDER 1 YEAR| IF UNDER 24 HRS. 
it 
wows) —vvorceo ty) [EZ * feet ‘f De { : 


lost biethday) 
yes. 
We. USUAL OCCUPATION (Give kind of work ig KIND OF BUSINESS OR wis (9 BIRTHPLACE {State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 


gove rise to immediote 


quires thot the death certificate be executed within 24 hours after death. Page 4 


3 
s 
ze 
a5 
es during most af working life, even if retired - ) tes , - 
ood Sepocok TEACHER: Pegi. Genes EASTON  PEVMNA ll..9-A> 
E 8 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME hae 
Bee J OHM MOONE K NORA PINE ROSE 
= 83 WES ee Bae peel 16. <a pee’, NO. i FORMANT F Address lL EXT HY, - ST 
ee | 2es-26-IR eS, EDWIN A Mabe Oy TR 
i. i 18, CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c).] UNTERVAL BETWEEN 
= ey) 7 = 
3 $2 PART DFAT MEDIATE CAUSE 1G BARES Tie pa = PERC Towene METASTASIS ro - 
fee |54 4 DUE TO 
& cdhaiifans, it Sry, which b 
z 
5 
€ 
$ 
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couse (0), stating Ihe under- BYEIO 
¢ lying cause los! tc 
Ha & Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART a WAS AUTOPSY 
FS = 
t-. 7 | 3 yes F) No’ 
© [200. ACCIDENT WAS_UNDERLYING C) | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part | or Part Il of item 18.) 
& JOR CONTRIBUTING [1 CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& |20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
ray Hour 0. m. While Not while foctory, street, office bldg., etc.) ! 
= Pm. 19 Jot work [] of work i 
21. | certify thot | attended the deceased from K- 1G. es. oe , WZ. to. o___._.., 1940S that | last saw the deceased 
alive on__ Baie, , We Jeg and that death accurred at /@___72--M, fram the causes and an the date stated abave. 


ADDRESS (Stree!, city ar town, stote) DATE SIGNED 


Att eek) hoe OE Meee. Cache) 


‘To. BURIAL, ican ‘Tb. DATE THEREOF va ‘c_NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
REMOVAL (Specify) o _— 7 5 ey 3 on 
WAI: Tg 10, CEASE ANE Ctrag Z/7S70) LEAMA 


Ido, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
paTeANG 9 “60 Onthua $. 


the registror prior to buriol, cremotian, or removal, ond in ony e 


page 3 should be detached for use os the buriol-tronsit permit. 


may be retoined by the hospital or often 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low re: 
TO FUNERAL DIRECTOR: After this ce 


VS Al 
15M 9. 


2a 


{ay 
‘55 


Soi. a be etal OF 24 4% aint 18 
mm ems bly 
9007 CERTIFICATE OF DEATH | 8980 


Rey. Dist. No. 
i ese _— 2. Sir, eel (Where deceased lived. If institution: Residence before admission) 
b. COUNTY 
3 Sarroll. aryland Mears. “Maryland Washington 
(oh 3 b. a TOWN (if anes corporote limits, write | ¢. LENGTH OF STAY IN Ib . CITY OR TOWN {If outside corporote limits, oe potion ‘ond give nearest town) 
Che Sep 
fy ( | Rural) Sykesville 7yr.9mo.O7d. Hagerstown i 2g 
£ 3 d. NAME OF HOSPITAL (if not in hospital, give ‘street oddress) d. STREET ADORESS e. tS RESIDENCE 
mmitind OR INSTEUTION 95h, LaVale St. ON A FARM’ 
” ‘a eld e Hospita Yes F] No 
3 3. NAME OF First iddle lost 4. Oph Mepth Ye 
- DECEASED 
3 (Type or print) Earl Up on Myer: s ie Stamm ) 28 19 4960 
° 5. SEX &. COLOR OR RACE 77 yas ie ay 8. OATE OF BIRTH GE ey [IF UNDER 1 YEAR] IF me 2 HRS. 
tl Month: 
Male White ee YW, 3+7-02 wedlas im ear ™ 


100. USUAL OCCUPATION (Give kind ‘of work done! 10b. KIND OF BUSINESS OR INDUSTRY 
during most of workin $1 Bele Smit 
Railroader rasi road 


11. BIRTHPLACE (Stole or foreign ia 12. CITIZEN OF WHAT COUNTRY? 
Maryland, Hagerstown| USA | 


> 
S 
2 
ie 
$ 
vo 
= 
6 
§ 
3 
2 
a 3 
<e = 
ea 
oy? . 
Bas 
3 
3 Pee G 
2 s 25 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
£3 oes ) Daniel Myers Wessvec- Dessie Johns 
2. sss 15, WAS DECEASEDEVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT ‘Addren 
= GEL 6 TYes, go. er unknown) I yen, ge wor oF dotes of uarwicel 
& oon unknemx ni 05=10=6598 Records Springfield State Hospital 
pees 1B, CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] INTERVAL BETWEEN 
3 205 PART I. DEATH WAS CAUSED BY: Meningoencephalitis OMAP IDESTH 
at ms __ IMMEDIATE CAUSE (0! 3 PD. 
= #8 Sih 2 over 
2 Be . Co : ti tO hich 
= a2 aditions, if ony, whi 
$ BE 5 aereerive te rat owt Buk ° 
< ¢ i 
5 (EeQue couse (0), st the under: 
ee lying couse lost. 
: $2 tying couse lest. 
z g5° 3 neers if SE SCANT Syormong CONTRIBUTING 10 DEATH BLY HOT RELATED TO, WIE TERMINAL DISEASE SPU eR GIVEN IN PART 10}]19. WAS AUTOPSY 
2eo55 = 
2 So S y phi lis mening o-encephalitis with sychotic reaction. ves) NO 
= 22 g 
a Bs © ] 200. ACCIDENT WAS UNDERLYING (3 206. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Por! | or Part It of item 18.) 
ys tecli & |r CONTRIBUTING CJ CAUSE OF DEATH 
Zeees & | (iF eitHeR, NOTIFY MEDICAL EXAMINER) ss 
Getve z 
Zstss § [Me TIME OF INJURY “Month, “Day, Year | 20d. INJURY OCCURRED [20e. PLACE OF INIURY (Hore, form, ia (City oF town) (County) (Stote) 
asics = p.m, lot work <ap Of =werke f=} a 
se 5 y 

8 Beas 21. | certify that | attended the deceased fram. 32-1957. _., 19.0 that | lost saw the deceased 
a = % 5 .-M, fram the causes and on the date stated above. 
E = S$ s oa ADORESS (Street, city or town, stote) oa seu 
< ra 5 ago 
& 2 i 3 mo. .... Springfield State Hospital 0707 ° *, 

€aza 
weeRs 
Sexes aSUO 2 Sykesville, "Ai Cae ae aD —— 
F SE°8R Mo. URAL, aa Zip. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City, town, or county) (Store) 

ep os 
= 522s USE PET” 8-31-60 |Rose Hill Cemete Hagerstown, Ma 
2 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS Daa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

Vs A15 (4) Scott F. Minnich & Son, Hagerstown, Melo, AUG 31 60 Cathe £ Prasat 


15M 10/57 


MSTeye BOVIS 


enoitoset of: ~~ 


MARYLAND STATE DEPARTMENT OF HEALTH 


1 Mv DIVISION OF STATISTICAL RESEARCH AND RECORDS ~— BALTIMORE 1, MARYLAND { } 8 9 8 j 
ts. 9008 
3 - 1, PLACE ees 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
: 2 o b. COUNTY v 
© 5 Carroll Pept d Maryland Balto. Comty 
= o b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
g pod RURAL ond ki ine town) = 
3 52 Sykesvil 8 months 21 days Baltimore O3A =z 
2 22 - d. See oad {IF not in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
=m ) * 
A 2 Springfield State Hospital 2911 North Wind Road ‘ate 
2 ’ 5 3. NAME OF First Middle Last 4. Dare Wert By Year 
& Bre peaeath Charles Frederick Neubert Sn 19 © 
4 = 
= ney 5. SEX 6. COLOR OR RACE | 7. MARRIED (] NEVER MARRIED oO B. DATE OF BIRTH .. ee a aad IF UNDER 1 YEAR| IF UNDER 24 HRS. 
bo 5 > ay, Month: in. 
2 2 we M W wivoweD X] pworceo ] |9=7-1878 sy Fes | Sere ars a Beata) | een 
3 
= € 10a. USUAL OCCUPATION {Give kind of work done| 10b. KIND OF BUSINESS OR fn 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHATCOUNTRY? | 
BN g during most of working life, even if retired) ) Wi Gd ‘ 
g ‘ee eer Baltimore 5A. 
$ FE uyed \do x [Ip : 
a > a g 13. FATHER’S NAME THER'S MAIDEN NAME 
7 Neu be | 
§ 3e8 vd twi Eu Proline AABINE| 
= < 2 sy NS WAS “ner EVERJIN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
ne TJ 3, ct ‘ar unknown) (" ‘yes, giva wor or dotes of service) 7 
& of 212-10-3026 | Springfield Hospital Records 
- £8 
g Es F 18, CAUSE OF J [Enter only one cause per line for {o), (b). ond (c).] INTERVAL BETWEEN 
= 6 a c PART |. DEATH WAS CAUSED BY: Me ‘4 
pee IMMEDIATE CAUSE (o_Suppurative bilateral Nephritis fonths 
a els, ANA DUE TO. - 
ee Gs § 
a3 a3 3 Conditions, it ony, which 
Segoe gove rise to immediote 
= 2be SeaGehaininhocaaete OLE ee . Erteriosclerotie Heart Diggage _.| Years 
e songs lying cause last. te) 
fit dyinaieeie lest. 
3595 a ay Ss Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. Was AUTOPSY 
a8 6 
SO55 g) 2| CBS assoc. with cerebral arteriosclerosis, with psychotic reaction veg) NOD 
" = 200. ACCIDENT WAS UNDERLYING C] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part 1! of item 1B.) 
E & | OR CONTRIBUTING 1 CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
nk 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. (City of town) (County) (Stote) 
A Hour o. m. to (While, Not while Hey Sipe oe ea) 
= p.m. at work [7] ot work 


ia 
s 
5 
3 
5 
3 
2 
5 
Ea 
€ 
8 
= 
% 
i 
es 
ry 
8 
° 
= 


3 
° 
= 
8 
g 
3 
& 
Uv 
3 
2 
5 
aS 
3 
3 
° 
3 
2 
3 
° 
& 
o 
® 
& 
8 
& 


may be retained by the haspital ar attend 


TO FUNERAL DIRECTOR: After this certifi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The 


Ne. Wo) 22b. DATE 
del by 9 SRS Mitton Ee af 
mith Icustin Del Campo “4rinefield Hospital, Sykesville, Md. 
23a. BURIAL, eer 23b. D. 5 ]bo OF 23. ME he CEMETERY OR ERT | 234. ATION (City, . OF County) 
wit) x [si fio [bo arkweep (VEN | 2/fo Lo 
24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 
wane’ {KR hor Linus tin &60? Hanke PL ovcenyg 91 '60__| clatter Keane 


Page 4 should be 


ior to burial, cremation, 


@. 


If any delay is necessary, please exe- 


. 2, ond 3 ta the funeral director. 


ffice along with farm PM3. Page 5 may be retained for your 
File pages 1 ond 2 with the reg 


"" in pencil in Item 18. Give Pages 1 


ie 


farwarded ta the Chief Medical Exom' 
TO FUNERAL DIRECTOR; Poge 3 shauid be used as 0 burial-tronsit permit. 


cute the certificate, writing the ward 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 hours after death. 
‘or removal. 


VS. ATSME(S) 
5M 9/55, 
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MEDICAL CERTIFICATION 


ne 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9009 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 08982 


Reg. Dist. No. 
2. USUAL RESIDENCE (Where deceosed lived. If Institution: Residence before admission) 

a. K R } fe. PAARYLAND | 
b. CITY OR TOWN cf ‘uliide corporate Fimih, write RURAL ¢. LENGTH OF STAY IN 1b 


1, PLACE OF DEATH 
a. COUNTY 


o. state Maryland bcun Frederiek // 


¢. CITY OR TOWN (IF outside corporate limits, write RURAL and give nearest town) 


ay SES VILLE l&eday § R.F.D.1 Knoxville e xX-> 
d, NAMP OF OSPITAL OR INSTITUTION {If not in hospital. give street addrdss) i d. STREET ADDRESS .. Ree 
PRIVG FIELD STRIE ‘SP UPAd| Petersville Road ves) NOCE 


3 bask 4 oF Middle 


Ape or peal) CO RIVE SHANK IN. ae 


5. SEX 6. ey OR RACE |7- MARRIED [] NEVER MARRIEO [1] 8. DATE OF 81RTH 
PFN A pa) wipoweo [3 pivorceo [) oS Zzs— ij 


a USUAL ccaon (Give Lap of hol done} 10. KIND ‘OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


t st . { retired) M R D 112. CITIZEN OF WHAT COUNTRY? 
g most of sore even if retii ) 
& A N 


Us 
V4, MOTHER'S MAIDEN NAME” 
15. WAS HAR EVER IN U. S. ARMED FORCES? [14. SOCIAL SECURITY Ni 17. INFORMANT 
(es, ng, oF unknown} (Hf 70s, give wor or doves of tervice) 


CLARA BELL MLUMMERT 
18. CAUSE OF DEATH [Enler only one cause per line for (0), (b), ond {c).] 


Address 
2S PITAL RECORDS 

Pe is ag RHE UMATIC OrnMirR Ad WEBRT™ TESLA : 

CA 


Conditions, Q% which oe ea 1p VAR LDEPAA 


gove rise to immediote cove bue . 
.S ilersse ES eS 
ié A SHO 


PART II, OTHER SIGNIFICANT pc ld CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART “la Pee AUTOPSY 


D/ABETE ME j "ol 


ys no 
Baia Ea CAUSE RAG o 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Port lar Part Il of item 18.) 


20c. TIME OF INJURY = Month, Day, Year {20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form. 120. (City of town) (County) (State) 
Hour gm. While Not while foctory, street, office bldg., etc.) | 
p.m. ’ ‘at work [] ot work [] 


2). | certify thot | taak charge of the remains described abave, held an Autopsy PX]. Inspectian el: Inquiry [al and find that 
death resulted fram: Natural causes [Q, Accident [[], Suicide [], Hamicide [[], Undetermined cause []. 


4. DATE Month Doy Yeor 


Sean ry 22 19069 


IF UNDER 24 HRS. 
Hours | Min. 


INTERVAL BETWEEN 
‘ONSET AND DEATH 


ALS 


mip, CHIEF MEDICAL EXAMINER [] hel ele 
ASSISTANT MEDICAL EXAMINER [] 60 
NAME type) DEPUTY MEDICAL EXAMINER 


Wo. SURIAL, CREMATION, [220, DATE THEREOF Tac. NAMB OF CEMETERY OR CREMATORY 22d. LQEATION (City, town, or coptify) (Sete) 
te ip F-IKHLO Z 
Megat oededeg ge @ i“ 


2a. REC'D BY REGISTRAI urs aryl SIGNATURE 
fh See cee 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requ 


thin 24 hours after deoth. Page 4 


that the deoth certificote be executed wi! 
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ll 


tar, 


1, PLACE OF DEATH 
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b. CITY OR TOWN (IF oulside corporote limits, write 
URAL ond give ney town} 
ry Anh 


¢. LENGTH OF STAY IN Ib 
A SC bp. 
d. SF} OF HOSPITAL (If not in 


i] 
OR INSTITUTION, eee ; 7 5 ah 
LA fi a7, ; / | 


2 should be-Aipge Yith 


‘ y the fune; 


ly 


“E oy OR TOWN (if oa corporate Timits,% 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


2, USUAL RESIDENCE (Where deceased lived 
‘0. STATE 


GS&983 


IF inatitution: Residence before admission) 
/ b. COUNTY {ty 

write weal ond give nearest town) 

Z Liisa 


1 RESIDENCE 
ves oc ne > E- a 


3. NAME OF 
DECEASED 
{Type or print) 


Middle 


; Fitst 
4Auice ADELINE 


iliedme 


Perr eZ 


TE OF BIRTH 


5. SEX %. COLOR OR RACE | 7. MARRIED PA] NEVER MARRIED [1] | 8. DA 
FEMALE. | WHITE |wwows cg —_ oworcen ao. DEC. 27, 


2 rg rad 


ing most aie retired] 
POSE WTF 


13. FATHER: Pwo: D é. SUADER 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 
es, WN ae (I yes, give wor or dates of service) 2} 


4 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, ond (( ] 


PART | DEATH WAS CAUSED IY. ADENOCARCINOMA 


IMMEDIATE CAUSE (0) 
DUE TO 


& 
DUE TO 


{¢). 


17, INFORMANT 


Then pleose remove corbon po} 


(0). stoting the under- 
lying couse losl. 


Wa. USUAL OCCUPATION (Give kind of work Fa 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 


MARY 


14, MOTHER'S MAIDEN NAME 


TlLoPENce 
Sy HS BANDAY, 


12, CITIZEN OF WHAT COUNTRY? 


US # 
B. NYS Bn 


Addeass 


AD 


4 Stoygegc 


ye 
Ib LLB oe 
FERVAL BETWEEN 

“a ONSET AND DEATH 


oF THE OVA RY > O 


been signed by the attending physicion ond comp 
transit permit. 


6 


page 3 should be detoched for use as the bur 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION 


21. | certify that I “he 


After this certifi 


PHYSICIAN'S. 
NAME (Type! 


WilhAm Les Snewmer- 


220. BURIAL, CREMATION, | 22. DATE THEREOF 
JREHOVAL (Specity) 


vv 
s 
‘6 
¢ 
g 
2 
2 
~ 
Rg 
‘s 
£ 
= 
s 
: 
rf 
> 
= 
° 
s 
vv 
2 
6 
cE 
cE 
~ 
5 
e 
& 
3 
& 
s 
5 
2 
2 
5 
co 
2 
& 
6 
5 
> 
4 
° 
= 


may be retained by the hospital or attend 


TO FUNERAL DIRECTOR: 


2a 
a 
as 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) 
Hour 0. m. Wuntie.  <kieeniTe facloty, street, office bldg., etc.) | 
p.m. 19 lot work [J ol work 


aire from__.DEC.L4., WS), to: 2 4 TUG, 28 19G.2,that | lost saw the deceased 
aaa ond that death occurred at. /7-E™M, from the causes and on the date stated above. 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. pe a 


MED? 
e Ye o No £2] 


‘200, ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port I! of item 18.) 


(County) {Stote) 


ADDRESS (Street, city or town, stote) DATE SIGNED 


wilt 40 CL Rd. AUEZEI%o 
WESTMINSTER A 


@ | 2c. NAME OF CEMETERY OR CREMATORY 


town, oF county) Stote) 


A SPRL Ad 2) Diu 


‘db. REGISTRAR'S SIGNATURE a 


Onthun £ Kiss 


22d. LOCATION (Cit 
7 


Mh an 
CD GY REGISTRAR 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND (} 8 9 8 4 


9011 CERTIFICATE OF DEATH 


i Loge: (OF DEATH 2. “ae (Where deceased lived. If institution: Residence before admission) 
4 3 
Carroll MARYLAND Maryland ® COUNTY Garroll 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib <. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 
RURAL and give neorest town) 


esville 5mos.3days ||) New Windsor 


d. NAME OF HOSPITAL (If not in hospital, give street address} d. STREET ADDRESS e. tS RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield State Hospital | Route #1 
L pokes First Middle Lost 4, gg Month 
(Type oF print) Mary Virginia Hatfield Porter deh = August 


5. SEX 4%, COLOR OR RACE |7. MARRIED RS) NEVER MARRIED [-} | €- DATE OF BIRTH 9. AGE (in year IF UNDER 1 YEAR] IF UNDER 24 HRS. 
jas! birthday] 


Female White = | wows Q pivorceo [] October 4, 188) 75 ys. ea | Neen 


100. USUAL OCCUPATION (Give kind af work pile KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Slote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during mast of working life, even if retired) 
= Maryland U.S.A. 
14, MOTHER'S MAIDEN NAME 


Amelia Porter 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


5 WAS DECEASED EVER INU. 5, ARMED FORCES 
ies I: a: Springfield Hospitel Records 


1B. CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (<).} ANTERVAL BETWEEN 
PARTL.DEATH WAS CAUSED BY: 
one aa | IMMEDIATE CAUSE (o} Bronchopneumonia Days 


x 
x DUE TO 
Conditions, if oy, which (by 


gove rise to immediote | 


le 


the funerol director, 


2 should be filed with 


4 hours ofter death. Poge 4 


o 
Oo 
G 


Poges 1 0 


Then pleose remove corbon popers. 
I. ond in ony event, within 72 hours ofter death. 


couse (0), stoting the under: ( OUETO 
lying couse lost. te), 


Pal ma OTHER SIGNIFI een: IS CONTRIBUTING DEATH BUT Noe EI TED TO THI Ho a OEY Je, Dit by GIVEN IN PART 1(0}]19. WAS AUTOPSY 
C.B.5.8s80c swith eniie brain disease W psycho Le REE SETS oe 
NO, 


-tronsit permit. 


the Stote Board of Health prior to buriol, cremotion, or removol 


ysicion. 
s been signed by the ottending physicion ond completely fille: 


& 
= 
= 
= 
2 
g 
5 
3 
3 
g 
3 
8 
a 
2 
3 
at 
5 
8 
£ 
3 
° 
= 
3 
£ 
: 
‘> 
z 
g 
z 
2 
= 
é 


20a. ACCIDENT WAS UNDERLYING [1] 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c. TIME OF INJURY Manth, oy, Yeor |20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn) (County) {Stote) 
flour White en SPR foctory. sWeet, office bldg. etc.) | 
19 Jot work [] ot work 


MEDICAL CERTIFICATION 


21.1 certify that (I) (this haspital) attended the ., fram. that (I) (we) last 
saw the deceased alive on August _ 21,519.60 ond that death occurred af02P m, as ‘the causes aa an the date stated above. 
720. SIGNATURE 2b. DATE 

ZY eam aha ef TEE ofr? Micron PINS 8/ 22/86 
A2c. PHYSICIAN'S 72d. ADDRESS 


ee Agustin | de1Campo, Springfield Hospital, Sykesville, Md. 


23a. BURIAL, ee. 23b, DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town. or county) (Stote) 

BpuY?Tan” Aug.24,1960 | Taylorsville Cemeter Carroll Co., Maryland 
. FUNERAL DIRECTOR'S SIGNAT RESS- . af s IGNATURE 

24, FUNI 'S Si TURE ADDI 20 OS SBN bias es ak sy 


C. M. Waltz, Winfield, Maryland 


moy be retained by the hospitol or attendi 
poge 3 should be detoched for use os the b 


TO FUNERAL DIRECTOR: After this certifi 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


a8 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
9 0) pe OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND G 8 9 8 5 
wo dare 
a 3 : Te pA Jae 2. USUAL Seer (Where deceased lived. If institutian: Residence befare admission) 
8 8. a. b. COUNTY 
a fs MARYLAND 
" 38 Carroll "Maryland Carroll 
<= ° b. CITY OR TOWN (lf outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If outside carporote limits, write RURAL and give nearest town}, 
8 6 RURAL and give nearest tawn) bd 
2 p months 
: a8 - d ae? ae Gare dd < STREET ; 1S RESIDENCE 
aS / 5 nat in haspital, give street address) |. STREET ADDRESS 2 
6 2s f wi re) OR INSTITUTION : aes " * ON A FARM? 
Sas ‘| __Broakfield Manor Nursing Home 63 York Street _ ves F]_No 
Hy 
2 5 3. NAME OF First Middle Lost 4. DATE Month Day Year 
x - |. DECEASED | OF 
Aer (Type or print Isaiah Lewis Reifsnider Keel st 1960 
= os 3. SEX 6 COLOR OR RACE |7. MARRIED [L] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In yeas aus TYEAR aE J cA 
7 e's janths jaurs in, 
3 = Z € Male White WIDOWED bivorceo (] March os 1872 yrs. 
= Bae 10a. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
oe 8 aes during most of warking life, even if retired) 
B pet. Farmer Qwn Farm Maryland U.S.A. 
ty Je ae 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
» $8 4 
B Be: Isaiah William Reifsnider Rebecca Lippy 
= Fo. 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT dress 
= abe Giese ecaiilieny rapes eveetar ection |e 323“fast Hanover St. 
2 Pes no | Nowe Mr. Raymond Reifsnider, —e 
ou 8 = 18. CAUSE OF DEATH [Enter only one caysemper line for (a), (hlagnd (c)-] . INTERVAL BETWEEN 
et ers wa 1, DEATH WAS CAUSED BY: eee 53 
hail _ IMMEDIATE CAUSE E 
5 £85 a ( i DUE TO 
2 3.5 roi he /S up: 
= Ropers Conditions, if anf Which i 
8 BES gove rise ta immediate 
$3 §a8& ‘ cause (a), stating the under- ( OVE TO 
g eee 9 lying cause lost. ( 
2:6 ccs Le Saas 
3285 5 rs Pant II. OTHER SIGNIFICANT COPIDITIONS CONTRIBUTING TO DEATH BUT NOJ RE}ATED TO THE TERMMIDAL DISEASE CONDITIONLGIVEN IN PART, I(a}]19. WAS AUTOPSY 
ip Sepk= oF < "ara eee, th E _ PERFORMED? 
=n 

y 5 jp A1 aia he AA19atth d HA41 é Ses (Se 

© ['20a. ACCIDENT WAS UNDERMING C]__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part Vor Part Il af item 1B.) 

& | OR CONTRIBUTING CJ CAUSE OF DEATH 

& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

& |e. TIME OF INJURY “Month, “Day, Year ]20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, | 20F. (City or town} (County) (State) 

yu 

ral Hour. m While Net while factory, street, office bldg., etc.) ! 

i ae 19 Jat wark [CJ ot work J H 

a . A re, C77 KP. 
21. | certify that (I) (this haspital) attehded the deceased fram. 47 fe so) SON |: |: Ie i, £2.09 19____, that (1) (we) last 


saw the deceased alive a fhe O 19___.. that death occurred at fF M, fram tHe causes and an the date stated abave. 
22a. SIGNATURE 7 5 Cae 
ATTENDIAG. STAFF ¢ 
z B: M.D. | PHYS. ee BikecronO PS Aus, 15. 1360 


fees 3 mVactl Ta 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23, NAME (DF CEMETERY OR CREMATORY ZBd. LOCATION {City, town, ar county) (State) 
REMOVAL ispPesy) | 


moy be retuined by the haspital or atten 
@ TO FUNERAL DIRECTOR: After this certifica! 
page 3 should be detached far use os the burial- 
the State Board af Health prior ta burial, cremation, 


24. UN WM, ar ie 4 ADDRESS 250. REC'D BY REGISTRAR 


on Sf thd. ; 
Gee S bn Taneytown, Maryland pare AUG 1 7 '60 


Sb. REGISTRAR'S SIGNATURE 
Civttnn &, Pmsn 


aS TO HOSPITAL OR ATTENDING PHYSICIAN: 2h, 


E> 
2 


Sz 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 AR9 
9015 CERTIFICATE OF DEATH aah 388 


coal 


~ ss 
& 2) 1, PLACE OF DEATH Za ee RESIDENCE (Where deceased lived. If institution: Residence before admission) 
S 8 0. COUNTY °. b. COUNTY 
ot ___ Carroll bas Saupe Mary and 
2 B. CITY OR TOWN (If outside corporote limits, write Te. LENGTH OF STAY IN Tb €. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
2 RURAL ond give nearest town) 

Re 2 2 Rural - YWostminoter, Mae 43 Yree Rural = =~ Westminster, Mde 
2 a . d. NAME OF HOSPITAL {If not in hospital, give street oddress) od. STREET ADDRESS e. IS RESIDENCE 
oS OR INSTITUTION | ON. non 
a ideo ReDef6 Westminster, Ma usd Lise 
5 0 Gr sg ie 
2 - 5 3. NAME OF First Middle lost 4. DATE Month Doy Year 
= 4 
para t (ype er print) William Edward Sitterding DEATH Auge 13 19 60 
ees 5. SEX 6. COLOR OR RACE |7. MARRIED [a NEVER MARRIED [_] | 8 DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] iF UNDER 24 HRS 
Se ise tpi Months] Doys Min, 
2 22 M ¥ wipowep [] Divorced [] 3/3 1/1883 : 
S ef 10a. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. SIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 
zg 8g during most of working life, even if retired) 
Hodhe farmer poultry Balto. Md. U.S.A. 
2 ae 3 3. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

5 
2 38 John Williem Sitterd Louise Besser 
o os: 
= Be 15, WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. [INFORMANT ‘Address 
on Ora (et, 0, oF unknown) UF yas, give wor or dates of service] 
8 of no | seee- 220-834-7076 | son Mr. Edward Ge Sitterding R.D. 
= £8 
8 es 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (<).] ‘. 
3 2 PART |. DEATH WAS CAUSED BY: p g 
ees | IMMEDIATE CAUSE (0 eo 5 a 
= spss a 
Mens 2S RS aoe : x 
= 2 Conditions, if ony, which wVaae nat BA Sykes 
3 3 gove rise to immediote 
3.6 couse (0), stoting the under (| PVE To 2 * 
Hf g@ lying couse lost. icles 
3 ig 3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DI BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)/19. WAS AUTOPSY 
BSS PERFORMED? 


“Pler_e yes [] No [- 
0c. ACCIDENT WAS UNDERLYING [J__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 

OR CONTRIBUTING CJ CAUSE OF DEATH = 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 


Hour 0. While Not while 
lot work [1] ot work 


21. | certify that | attended the deceased fro 
alive on OC 4n ey 1 LA... 19010_., ond ht 


, 


m 


TO FUNERAL DIRECTOR: After this certificate 


20c. PLACE OF INJURY (Home, form, ; 20F. (City or town) {County) {Stote) 
foctory, street, office bldg., etc. aut 


MEDICAL CERTIFICATION 


aay 9S, to. Che, PE 194 Gthat | last saw the deceased 


o 
death accurred at(_ AM, fm the causes and an the date stated abave, 
or tow tel, DATE SIGNED 


BMICANS Dre Ce Le Billingflea IS. Center St. Westminster, Vide 


‘Zab. DATE THEREOF 


Zo. Hila CREMATION, 


‘Zc. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, or county) (Stote) 


Deer Park Cem Smallw 
ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


. Westminster, Nde pateAUG 1 & '60 Onthun £ Foam 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


page 3 shauld be detached fer use as the burial-transit permit. 


may be retained by the haspital ar atten 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


< 
Pa 


AIS (4) WN 
5M 9/58 4a 
\ 


MARYLAND STATE DEPARTMENT OF HEALTH 
@) DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND + 
9018 S886 


CERTIFICATE OF DEATH 


ond 


gave rise to immediate 
couse (9), stoting the under ( DUE TO 
couse lost. © 


La 
4 (), Jf cuero v 
| ony, which ) Qnterrerclon tic ho Vartan Has [0 ¢{4 


~ oa 
& 3 = 1, PLACE cr DEATH 2 usuaL RESIDENCE (Where deceased lived. If institution: Residence befare odmission) 
te 0. COU! o b. COUNTY 
Pe oe Carroll Coelho aryland Carroll 
it Ole b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN Ib ITY OR TOWN (If autside corporate limits, write RURAL ond give nearest town) 
My s al RURAL and give nearest tawn) 
* ey Rural Taneytown 60 years Rural Taneytown 
a mate ‘ ‘d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS @. 1S RESIDENCE 
oo bet d Ye OR INSTITUTION ON A FARM? 
Pa x x yes [] No 
‘A 
£ & f a [yea First Middle Lost 4. Bare Month Day Year 
x on 2 
rare (Type or print) Samuel David Snider DEATH August 21 19 60 
= S23 5. SEX 6, COLOR OR RACE |7. MARRIED [] NEVER MARRIED B. DATE OF BIRTH % ice naa Halse TEAR aE) oH, 
os janths| Doys | Hours] Min 
2 See Male White wipowed [] Divorceo [] January 1874 yes. 
ass 
s 3 a ra 100. USUAL OCCUPATION [Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
s Seb during mast of working life, even if retired) 
$3 os 2 Laborer Day Labor Maryland U.S.A. 
3 : 2 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 58 
3 ge William A. Snider Alice Bower 
SF £ . lee WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
i Geee. (Yes, na, oF unknown) UF yes, give wor or dates of service) 
8 of 
cote y NO A 
A ie 8 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ai (1) i INTERVAL BETWEEN 
ba £6 PART 1. DEATH WAS CAUSED BY: ey 8) kn 
2 § IMMEDIATE CAUSE (o} Ru Mahe M 4 A 4 
ae 
23 
3 8 
3 
g 


|-transit permit. 


the State Board af Health prior ta burial, crematian, ar remaval, and in any event, within 


ysician. 


peas! 5 ae oe LiTTCes Toww , PR: 


23a. BURIAL, CREMATION. | 23b, DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 
pooe puesirl 


3d. LOCATION (City, town, or county) (State) 


Fa a Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART L 19. WAS AUTOPSY 
8 g 

oan 5 yes [[] NO ox 
= < w 

‘@ 3 © | 200. ACCIDENT Ep se li | aes GSE HO WUE TOCED SED Enter wc ayury Butera tout ot ENN!) 

2308 & | OR CONTRIBUTING C] CAUSE OF DEATH 

aece | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

Zste & |20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20F. (City or tawn) (County) (State) 
a sig a Matec. (fi. a While Not while factory, street, affice bldg., etc.) | 

ase. = p.m. jat work [] ot work 1 e 3 

ea,52 i , . 

2 as = 2). | certify that (I) (this hospital, ajtended the te fram... a eee es N= (Mo eos a O that (1) (we) last 
Ba ray i 

: is <2 saw the deceased glive an___ 2-192. and that death accurred men fram thé causes and an the date stated eee. 
F=o5 Zo. SIGNATURE 23b. DAT 
<567 ATTENDING MED. STAFF ‘oN ED 
apes MO, | PHYS. Director () PHYS. 1) 

O2sz 2c. PHYSICIAN'S 2d. “ei 

SE 

Bess 

322% 

Bee. 

o foe 

er 


250. REC'D BY REGISTRAR 


pare AUG 2 5 ‘60 


25b. REGISTRAR'S SIGNATURE 
Dithes fF Fina 


zs 
ey 
i 


X 24, PONE OECTORS 5 See C4 be, / ADDRESS 
SM 9/59 Ay) CELE Taneytown, Md. 
¥ 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4 P. 
9014 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 8987 


g2 s Reg. Dist. No. 
£3 gz 1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where dececied lived. Hf Inslilution: Residence before admission) 

2 os 8. : A 
2 5 Carroll mamano || ° ST Maryland » COUN” Balto.City v 
23 a) b, omy Ok TOWN ahs ‘auttide corporate firitt, write RURAL ¢, LENGTH OF STAY IN Tb ¢. CITY OR TOWN {IF outside corporote limits, write RURAL ond give nearest town) 

oo 5 ~ 

g2 3 Sykesville limo. 12 days Baltimore 1) 

ts 20 | 5 ‘d. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give street address) , STREET ADDRESS 

sip 8 

$ i 6 Springfield State Hospital 5010 Crossword Ave, 

o 3. NAME OF i i 4. 

= H He DECEASED. First Middle tow DATE Month Day Yeor 
2iss (Type or pring Estell@¢ Mae Hopkins Spicer | cfm August. 12, 1960 

Bd one 5. SEX 6. COLOR OR RACE |7- MARRIED [] NEVER MARRIED [J] 8. DATE OF BIRTH OO” Wy or IFUNOER 1YEAR] IF UNDER 24 HRS. 
“Ene lout 

gots White |wiowenG —_oworcto O |January 15, 388% 

ga oF Kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign raf 2. CITIZEN OF WHAT COUNTRY? 
Basa ‘even if retired) : 

253? i - Maryland U.S.A. 

E wpe 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

“éE . 

gob William Hopkins Mary - 
x ese 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. ]17, INFORMANT ‘Address 
= ene {Yes 10, oF unknown) Uf you, give wor or dotes of service) 
eae | No - = Springfield Hospital Records 
=e 3 = 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] IRSTERVAL BETWEEN, 
gece PART 1. DEATH WAS CAUSED 8Y; 
sc ee DATIUMEDIATE CAUSE fe) Arberiosclerotic cardiovascular disease Years: 
g $25 ene DUE To 
gi28 I Owe ‘| 
ef se Conditions, if ony, wh rs) 
#5 oe gove rise to immediote coure 
Bess {0}, stoting the underlying( DUE TO 
Mg ie es couse last. = |= {. 
eles a ART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART 1(o[19. Was AUTOPSY 
8 eso =| C.B,S.assoc.with senile brain disease with psychotic reaction. Ree 
= Ky 5 vec) NO 
= . = 20a, EXTERNAL CAUSE Was 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port | or Port Il of item 18.) 
cscs & | PRIMARY C1 or CONTRIBUTING C) 
2p 52 8 Cause OF DEATH 
@ gu y | 20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, te Vor. {City or town) {County) {Stote) 
feta 8 Hour 0. m. While Nol while fectory, street, office bidg., et 
Z£29 = p.m. 1 ot work [] ot work ' 
= = a 3 Fi = 
=z ese 21. | certify that | taok charge of the remains described abave, held an Autopsy [_], Inspection PX], Inquiry [%. and find that 
<é r y 
a 28 death resulted from: Natural causes FE], Accident [1], Suicide [1], Hamicide [], Undetermined cause [7]. 
Ss¥5 
Yee 
ag = 3 ip, CHIEF MEDICAL EXAMINER [7] ee 
= 3 2 25 a ASSISTANT MEDICAL EXAMINER [7] 
Brees Rauners = James T, Marsh, M.D. DEPUTY MEDICAL EXAMINER PX 8/12/60 
a222 id We. BURIAL CREMATION, Wb. DATE THEREOF Zac, NAME OF CEMETERY OR CREMATORY 7d. Lap een town, oF a (Stote) 
- ° 4 
2 C e OULLG b=] -60 Woodlawn. emete altimonre, 
Nie FUNERAL DIRECTOR'S SIGNATURE ADDRESS Dia. REC'D BY Bele 2b, fester SIGNATURE 
Ch 


pea ro y eonanra § Ru 0 Hang ond Rd oare WG 1 : 


5M 9/55. 


fille y the funerol director, — 
2 should be filed with 


fi 


Then please remove carbon paper; 


the registror prior to burial, cremation, or removal, ond in any event within 72 hours ofter death. 


insit permit. 


s been signed by the ottending physicion ond completel 


hysicion. 


@ 


poge 3 shauld be detoched for use os the bu 


~ 


moy be retained by the hospitol or often 


TO HOSPITAL OR ATTENDING PHYSICIAN: The Jow requires thot the deoth certificate be executed within 24 hours ofter deoth. Page 4 
TO FUNERAL DIRECTOR: After 
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> 
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z 
Rta 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 8 9 8 9 
9016 CERTIFICATE OF DEATH = PRs 


2. panies Poe (Where ss lived. IF institution: Residence before admission) 


. COUNTY 
222 Det Laem Bn 
ITY OR TOWN (If gbfaide corporote timits, write RURAL ‘ond give nearest town) 


IIL OM LIA 


d. Sar "ADDRESS. e. 1S RESIDENCE 


ie Z, nas 4A al ES ENO [3— 


1, PLACE RL 
o. COU MARYLAND 


"4 cin oe Z. ee ae corporote ieinin, write 
give ngarest town) 


3. pee i ie Lost 4 Lp Month Yeor 
tree  KYAQY ELI 24667" THOMAS | fom Aves? 30 060 
5. SEX 6. COLOR OR RACE [7. MARRIED [] NEVER MARRIED [-] [8 DATE OF BIRTH 9 AGE {In year IF UNDER 1 YEAR] IF UNDER 24 HRS. 
suite me 
FEA ALL | MEE 0 \monnh—_ wore | FUME /, 1877 | ration, [Monm] Pon | How | Mi 
100. USUAL OCCUPATION ekg pe r oat 10b. KIND OF BUSINESS OR INOUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during’ most of working ed) Z Z ce 
QO fs 5 A ZS 
13. FATHI 4 NAME 14, MOTHER'S MAIDEN NAME > 
- of ; ? ? AA “4 
AS AW. Al gl2ZLA a8 . 
BS WAS Es tas boa) U. S. ARMED poe 16, SOCIAL SECURITY NO. 17, WNFORMANT Address ‘ 
fas. MO. oF unknown) (HE yes, give wor or dates of service} BL “é Fi A f 
——. —— G- 35 Vito VTE LZ. Lh he eae Lid dt les, 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (e)-] oe ube en. 
PART t. DEATH WAS CAUSED 8Y: b 
IMMesiAte cause o_ CO VM GEST (UZ PTEALT LA z. DY 


Ax DUE TO 
EY iF anys which ew, LELTLASIVE fh ( EO 


gove rise to immediote 


ot hale Sa CA LD OVASCULAL SEA Ses 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. ey ie 
7 aia? * MED’ 
yes] NOR 
200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port tI of item 18.) 
OR CONTRIBUTING 1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
j20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ee 1 20F. (City or town) {County} (State} 
Hour 0. m. While Not wl foctory, street, office bldg., etc.) 
Pm, jot work [7] of work H 


21. 1 certify that | attended the deceased ant ith. C., WZ, to... TUE. 32 19ZO,,Ahat | last saw the deceased 


alive on__..._ Aid & 32, 12GOQ_, and that death occurred at_ LZ M, from the causes and on the date stated above. 
P ADDRESS (Street, city or town, state) * DATE SIGNED 


» LY CI0CE CD LE Syfficg 
ee Pe sT Ct SER IAD 


z 
9 
= 
S 
i 
is 
= 
Fr 
uv 
= 
y 
3 
= 


22d. LOCATION (City, town, or county) =,  (Stote) Pet 
Q 
ME? » MAA! (b-twertan- Ly En 
2a, REC'D BY REGISTRAR ‘2d. REGISTRAR'S SIGNATURI a 
DATE P 60 ie 


1 


FOR STATE 


HEALTH 


'y is necessary, 
director, Page 


pss 
d 


certificate should be executed within 24 hours after death. If 


please execute the certificate, writing the word “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to #! 
4 should be forwarded to the Chief Medical Examiner's Office along with form PM3. Page 5 may be retained for your fi 


TO FUNERAL DIRECTOR: Page 3 should be used as a buriai-transit permit. File pages 1 and 2 with the State Board 


or its designated agent, prior to burial, cremation, or removal, and in any 


TO DEPUTY MEDICAL EXAMINER: 


VS. ATISME 
5M 7/59 


a 72 hours efter death. 


bem Lo Film ef 11l=<3-'ARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


S984 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 18999 
PLACE OF DEATH 2, USUAL RESIDENCE (Where daceasad livad, If int 


a. COUNTY a. STATE b, COUNTY 4 
Carrol 4 MARYLAND Maryland Carroll wo 


T. 


lution: Residence il = 


b. CITY GR TOWN (if outtide eorporaia limits, ~] ¢, LENGTH OF STAY IN Ib | ¢. CITY OR TOWN (If outside corporale limits, writa RURAL and giva naarest lown) 
write and giva neares! Lown) ary? 
Westminster CH. 4b | 29 Westminster 
al, 


~ 


d. w OF ey OR pai {fit not In hospital, Miva streal addreshy” ) ~~ d. STREET ADDRESS: e. IS RESIDENCE 


/ ON A FARM? 
/ a. Chase Street | yes [] No A- 
a meee Ka one Middle 4 Last a5 DATE Month Day Year : 


DECEASED 
VEIGA DEATH August 15 1960 


(Typa or print) 
5. SEX 6. COLOR OR WEELIA 7. MARRIED [-] NEVER MARRIED Pe. DATE OF BIRTH 2: F UNDER 1 YEAR| IF UNDER 24 HRS. 


9. AGE (In years 
Male White wows £} _pvorceo [] ‘be. 3 L957 Months) Dev | Hours) Min, 


last birthday) 
YOa. USUAL OCCUPATION (Give kind of work 1Db, KIND OF BUSINESS OR INDUSTRY. a, BIRTHPLACE (State or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


yrs. 
dona during most of working lita, evan if retirad) 


Oe a eee ey Ahi hLtpzaeeé- Fad Pid \ Lf Sd 


KAefaths t/. S. a7, £4 6 SOGAL SECURITY NO] ‘Address SY thet Go 
no, or unkown) | (Ifyasgiva warordatasofsaghca) 
= 

INTERAC BETWEEN 


ONSET AND DEATH 


ie. CAUSE OF DEATH [Enter ‘only ona cause par line for te. (b), ond (c).] 


PART I DEATH MEDIATE CAUSE CULO, interstitial fneumonitis, bilateral 


Ug z x DUE TO _ | 


Conditions, if any, which (b) 
gava rise lo immadiate causa 
la}, stating the underlying 


causa last, ices 


a PART Il, OTHER SIGNIFICANT CONDITIONS CONTRI TO DEATH BUT NOT RELATED TO THE TERMINAL DISEAS DISEASE CONDITION GIVEN iN PART Wal] 19, WAS J ‘AUTOPSY 
+ \2 a -—— > PERFORMED? 
(Sil, ‘ . YES MM nol] 
a E 202. EXTERNAL CAUSE WAS ——~ 

& | PRIMARY [1 or CONTRIBUTING [] 

& | CAUSE OF DEATH, 

< 20c. TIME OF INJURY — Month, Day, Year | 20d, INJURY OCCURRED | 200, PLACE OF INJURY (Home, form, + 201. (City or lown) ~~ (County) (Store) 

3S ar ee While Net Whila | factory, street, offica bldg., ete.) | 

= a 19 at work [7] at work i i 


21. I certify that | took charge of the remains described above, held an Autopsy Inspection [_], Inquiry [_], and in my opinion 


death resulted from: Natural causes Oo Accident oO Suicide (an Homicide im Undetermined manner oO 


CHIEF MEDICAL EXAMINER [3 
ACTUAL a D. 
poh h ps A = sat S f Fp, ASSISTANT MEDICAL EXAMINER [“] ATE SIGNED 


EXAMINER'S F DEPUTY MEDICAL EXAMINER 8/15/60 
aided tas! Russell Se isher, Me A Address (Sireat, cily, town, or counly) 


. BURIAL, CREMATION, 22b. DATE THEREOF | 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, fown, 0 or country) ~~ {Stele} 
ay nae A Mle / 4 ME 
23. COs RECTOR < 


2 Lapland Lh 


‘ADRRESS ja. REC'D BY REGISTRAPY| 24b. REGISPRAK'S SIGNATURE 


vate AUG 1 8 60 Clon Sf Fauna 


¢ 


MARYLAND STATE DEPARTMENT OF HEALTH 
yg 0 ~~ OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


rj CERTIFICATE OF DEATH G&SOF 


2 toe ne aa {Where deceased lived. If institutian: Residence before odmission) 
o. / 


all 


1 Mgrs aaibde 
z Carroll 


b. COUNTY 


Maryland Balto, City 


echwit! 


MARYLAND 


the funerol director, 


Ne b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 

s RURAL and give nearest tawn) 

2 Syke hyrs,3mos.22days Baltimore 2) 

eo d. NAME OF HOSPITAL {If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 

* 0 } £ ORJNSTITHTION é \ ‘ON A FARM? 
@ pringfield State Hospital 505_S, East Ave. 4's! vA ves] NOK) 

° paso a First Middle *, Lost 4. pert Month Day Yeor 

3 Cype or print) June Esther|Wieniewsk jWallace a August ___2 19 60. 

e 5. SEX DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


fost byrthdoy) [Months] Days | Hours] Min. 


&. COLOR OR RACE In MARRIED [_] NEVER MARRIED (-] 


White wiooweo [] DIVORCED] 


June 25, 1899 


Female 


ny 
10e. bic igi (Give kind er wai 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
juring most of working life, even if reti - " 
. None House wife |2/7-20.23 VS Michigan U.S.A. 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Albert Wisniewski Ida - Staniewski 
(oN eee: aula del eal Aad 16. SOCIAL SECURITY NO. K IN| aay ae Warkkaea. 19 22 ie | t Reef 22 
No _| = = Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one cause per line far (a), (b), ond (e)-] 
or \ DEATH MEDIATE Case o)__ AY'teriosclerotic cardiovascular disease 
= A : 
MR , J muET© 
Canditians, if any, which w___Pyelonephritis Weeks 


0" ise to i diate 
gove rise ta immedial DUETS | 


INTERVAL BETWEEN 
ONSET AND DEATH 


ears 


Then pleose remove corban papers. 


couse (0), stoting the under- 


been signed by the attending physician and completely filled 


page 3 should be detached far use as the burial-tronsit permit. 


é tying cause lost. «)___ Bronechopneumonia Days 
3 ra s ve OTHER SIGNIFICANT een CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)|19. pote halal 
a & chizophrenic reaction aranoid t' 
& op. ee Pp ° YPee Yes] NOX 
= 1200. ACCIDENT WAS UNDERLYING [J 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Part Il of item 1B.) 
Ff & OR CONTRIBUTING CJ CAUSE OF DEATH 
€ © AIF EITHER, NOTIFY MEDICAL EXAMINER) 
& }20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County} (Stote) 
a Hour o.m. While ito aulle factary, street, affice bldg., etc.) | 
2 jat work [[] at work ' 


the State Board af Health prior to burial, cremation, ar removal, and in ony event, within 72 haurs after death. 


oe 
Pe 
rs 
Gs 21.1 certify that (1) {this hospital) attended the deceased frarlay 31, 1955, sAugust 23, 19.60, that (1) (we) lost 
ae saw the deceased alive on August 23,419.60, ond that death occurred ot82 1@PMram the causes and on the date stated abave. 
=O i] 2b. DATE 
SIS ATTENDING MED. TAFF Ig 
a hed ( Yose M.D. | PHYS. OlectoR BINS. OK 8/2786 
Reins — ‘22d. ADDRESS 
3 Agustin delCampo, M.D. 

4 
-] 3 23a. BURIAL, SieTION: 23b. DATE THEREO} 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fon AE caunty) (Stote] 
>o REMOVAL (Specify) a ~ / Pa 
ae BUN 5/27 / EO St, dtamtislas Bak @ ek 

13 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS, 25a. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 


GS TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs ofter death. Poge 4 


Wr SF obhotvify £007 cada Qve, DATE AUG 25-6) 


ttm dt Nah 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


9018 __ CERTIFICATE OF DEATH (8999 


=a 


ss 
3 oy 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If insiutian: Residence befare edmision) 
4 a a. b. COUNTY 
a Carroll MARYLAND Maryland Washington v 
° r b. CITY OR TOWN [If autside carporote limits, write | ¢. LENGTH OF STAY IN 1b <. CITY OR TOWN [If autside carporate limits, write RURAL and give nearest tawn) 
52 RURAL ond give: recrest town) fa ne 
bere Sykesville 28 days Hagerstown me, ATH 
= s j f ) d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
pos og ~~ OR INSTITUTION ON A FARM? 
& Springfield State Hospital 806 Mulberry Ave. ves] No 
(7 a. ay 9 First Middle Lost 4. hae Manth Day Yeor 
4 / 
a type aan) Rudolpf Max Weiss: DEATH August 25, 19 60 
2 $. SEX 6. COLOR OR RACE |7. MARRIED [IENEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS, 


during most af warking life, even if retired) 
Germany 
1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


Male - | White wibowen [] oivorceo(] | December 10, 1883 ree oe rt | ove heel 
a cirzep Op wes COLpyRT? 
Silk mill employee keen 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Fes, no, oF unknown) | Ut yes, give war or dotes of secvice) 15f— OE 
—_No - = Springfield Hospital Records 


10a. USUAL OCCUPATION (Give kind af wark done| 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote ar fareign country) 
Die 
Usmlenena AbecrHt Wess Agnes Elsberg 
1B. CAUSE OF DEATH [Enter only ane cause per line for (0), (b), and fel.) 


INTERVAL BETWEEN. 
ONSET AND DEATH 


Then pleose remave carbon popers. 


igned by the attending physicion and completely filled 


be law requires that the death certificate be executed within 24 hours after death. Page 4 


PART. DEATH esate sue o_Arteriosclerotic heart disease Years 
[ j ‘ Pp DUE TO 
- CERGitions, if ony, which Generalized arteriosclerosis Years 
E gave rise ta immediate 
g cause (a), stating the under. ( OVE TO 
¢ 3 lying couse lost. () 
Oce 
s 2 5 f ia rg Il. OTHER ate ICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)|19. WAS AUTOPSY 
go 5 f j2) C.B.S.associated wi Senile brain disease. ERR ED 
S ves] No 
o = 20a. ACCIDENT WAS UNDERLYING [3 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port | or Port Il af item 1B.) 
& [OR CONTRIBUTING [3 CAUSE OF DEATH 
G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
oS 20c. TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Hame, form, i 20f. (City ar tawn) (County) {Stote) 
5 pate se While Natwhife foctory, street, office bldg., etc.) ! 
= p.m. 19 lot wark [] of work 


21. | certify that (I) (this haspitol) attended the deceased framJULY 275... 160. roAmgust 255  1960., that (1) (we) lost 


2a. wey 


2c. PHYSICIAN'S 
VAgustin delCampo, M.D: 


' 22b. DATE 
’ j i 
dtl, Leh Brio uo|MR°D Soon HE 8/2o 788 
_— ‘22d. ADDRESS, 


Springfield Hospital, Sykesville ,Md. 


NAME (Type) 


Bd. JOGATION (City, 


Zed 
R 25b. REGISTRAR'S SIGNATYRE 


Cakbua £ Minse 
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may be retained by the hospitol or atten 
TO FUNERAL DIRECTOR: After this certi 


TO HOSPITAL OR ATTENDING PHYSICIA’ 


ae 


RAIS (4) 
SM 9/89 
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foo ee Beam e’o *~2~°*~MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS —- BALTIMORE 1, MARYLAND 


9019 CERTIFICATE OF DEATH (8993 


1 pe i A ni 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
a 


PO pe x, PUBL II : ; : 
Conditions, if ony, which Arteriosclerotic heart disease 


o. STATE b. COUNTY 
iD v 
ie Carroll MASONS Maryland St, Mary's 
2 b. CITY OR TOWN (If outside corporate timits, write c, LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL and give nearest town) 
RURAL and give nearest town) 
ae Henryton 180 days Colton's Point 
= d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS , e. 1S RESIDENCE 
m OR INSTITUTION J } 4 4 A ON A FARM? 
a Henryton State Hospital /\_~@&| sh noo 
2 - - - 
o 1 3 DeCeAseD Alias Waltéy Jefferson Middle Lost 4 ae Month Day Yeor 
3 < Wai Walter Thomas Young DEATH August 20, 1960 
et 5. SEX 6. COLOR OR RACE |7. MaRRIED[] NEVER MARRIED [J | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER | YEAR|IF UNDER 24 HRS. 
a lost birthdoy) [Months] Days | Hours| Min. 
38 Male Negro _|wiowro pvorceo | 1-1-1874 Bae yt 
ea L Wa. USUAL OCCUPATION (Give kind of work done! 10b. KIND QF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
825 during most of working life, even if retired) 
aa Oyster Shucker St. Mary's Co., Mad. Ws Bs he 
2 g 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
o.£ 
et Thomas Young Henrietta Young 
2 a 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Ee (Vax n0, oF unknown) IF yet, give wer or dates of service) 
ed No | Walter Thomas Young ~ Patient 
& 5 1B. one ol re per line for 2 {b), and (c)-] ; Tu RN 
5: IMMEDIATE CAUSE (o) Cardiovascular insufficiency 
of 
se] 
4 
8 
6 
€ 
8 
3 
E 
5 


. 
= b) 
ge gove rise to immediate Bue a 
25 = 
ay cavte (a), stoting the under- i 
w= f lying couse lost a Moderately advanced pulmonary Thc. 
pera j Ta aad 
55 \ Fs Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN tN PART 1(o)|19. WAS AUTOPSY 
‘a Rf yes(] NO] 
E | 200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Ill af item 1B.) 
5 | OR CONTRIBUTING LC] CAUSE OF DEATH 
q G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
G ]20c. TIME OF INJURY Month, Doy. Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, | 20F. (City or town] (County) (Stote) 
a Hour o.m While sb Gus. foctory, street, office bldg., etc.) | 
= p.m. 19 fot work [] ot work ' 


21.1 certify that (I) (this haspital) attended the deceased from..Feb.22,-.. 140. ,.to_Aug.s 20,119.60, that (I) (we) last 
saw the deceased alive an ANGa 205 __19.60, and that death accurred atZLOM, fram the causes and on the date stated abave. 


220. SIGNATURE BD 22b. DATE 
& ATTENDING MED. STAFF SIGNED 
2 od C= ees M.D, | PHYS. CO Bitcron PS 
22c. PHYSICIAN'S. 22d. ADDRESS 
NAME (Type) « 
Dr. Edgars M, Maculans, Supt. | Henryton State Hospital, Henryton, Md. 
230. ae cee 23b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stote) 
EMOVAL (Specify) 
iu 23/60 All Saints Oakle Ma. 
24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 


WM W.CLARKE MATTINGLEY LEONARDTOWN, MARYLAND [owe AUG 2 3 '60 ee Oona! 


rectar, 


Pages } and 2 should be filed with 
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Fy 
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es; 
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a 
‘3 
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Bed 
c 
° 
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Then please remave carbon papers. 


the registrar priar ta burial, crematian, ar remavelmand in any event within 72 haurs after death. 


w requires that the death certificate be executed within 24 haurs after death. Page 4 
in. 


may be retained by the haspital ar attendin: 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phy: 


0 
si 


page 3 shauld be detached far use as the burial-transit permit, 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


MOREY STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 8994 


Reg. Dist. No. 


1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If insulin: Residence before odmision 
e 0. STA b. COUNTY 
paaeane Maryland Cerroll 
B. CITY OR TOWN (IF outside corporate limits, write |. LENGTH OF STAY IN Ib [ly _c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest fawn) 
RURAL ond give nearest town} / 
Rural~ Westminster » Mde 5 yrse _Rurale Westminster, Nd. 
d. NAME OF HOSPITAL (If nat in hospital, give street oddress) 4, STREET ADDRES, 1S RESIDENCE 
OR INSTITUTION / old ashing ton Road ON A FARM? 
epee ves F] NOS) 
3. NAME OF First Middle lost 4. DATE Month Dey Year 
DECEASED OF 
(Type or print) Thomas ; Gloyd Zendgraft OEATH Auge 73 19 60 
5. SEX & COLOR OR RACE ]7. MARRIED] NEVER MARRIED fg |®. DATE OF SIRTH 9. AGE Un yeors [IEUNDER TYEAR|IF UNDER 24 HRS. 
st bsrthdoy) [Months] Doys | Min. 
M Ww winowenf] _—oivorceof] | Septe 30, 1906 pe aia (Ecaeek | Pov >| laa 
10a. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY | 1. BIRTHPLACE (State or foreign country} 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) | 
boiler-firenan leundry | Maryland U.S.A. 


13. FATHER'S NAME 


Albert Ge Zendgraft 


14. MOTHER'S MAIDEN NAME 


Mery E. Buckingham 


4 S$ DECEASED EVER |. S. ARMET RCES? a . INFORMANT 
ma ate Sa 4 VI pie eb 2h gi pled 16. SOCIAL SECURITY NO. FO! Mees Joseph i, ates 
ae 218=03=6900 | sister- and 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] bid oe avreny 


PART |. DEATH WAS CAUSED BY: 
r IMMEDIATE CAUSE (0) 


{m2 06 DUE TO 
Conditions, if ony, which rm oe Oe A ‘tiles sacle 
gave rise to immediote 
couse (0), stoting the under. ( DUE TO 
lying couse lost. (ch. 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. Was AUTOS 


yes(] No[] 


200. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port il of item 18.) 
‘OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 
Hour o. m. 


20d. INJURY OCCURRED 


While Not while 
jot work [[] ot work 


0c. PLACE OF INJURY (Hame, farm, | 20F. (City or town) (County) (State) 
foctory, street, office bldg., etc. 


MEDICAL CERTIFICATION 


21. | certify ‘5 Vay, te deceased from____3/ 2&/ 2 W____ gp AOS. Ll SL fe 0 \%__,that | last saw the deceased 

alive on______ Ca , and that death accurred ae, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 

Si se eS bee 1 Mohan hberss-4- L Blk Q 


PHYSICIAN'S, 
NAME (Type) 


‘Zc. NAME OF CEMETERY OR CREMATORY ‘2d. LOCATION (City, town, or county) (Stote) 


Cemetery Westminster Md. 


2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


estminster Mde pate AUG 15 ‘60 Chatias P e 


ADDRESS: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9()21 MEDICAL EXAMINER'S CERTIFICATE OF DEATH (S995 


ae Dist. No. 
23 2 1, PLAGE OF DEATH 2, USUAL RESIDENCE (Whore deceated lived. If inslitulion: Residence before odmission) 
. 
ao 8 ‘a Carroll marviano || “STATE Maryland S COUNT. DaltesCity _/ 
Fos s 3 b. cays Seen ti I ovhide corporote limits, write RURAL ¢. LENGTH OF STAY IN tb c. CITY OR TOWN (If outside corporote limits, write RURAL and te nearest fom 
So 5 ae 
oe Sykesville 20yrs.lnos.Iitays Baltimore 
gg 2G f <d. NAME OF HOSPITAL OR INSTITUTION {if not in honpitol, give street oddress) d. STREET ADDRESS ° a ESIDENCE 
oo 
7 ®. el ngfield State Hospital 1212 W. Pratt St. ves No 
33 afd NAME OF fos ‘Middle Last 4. DATE Month Dey Year 
carder’ a 
2283 (Tye oF pein Pearl Ziegler path = August hy 19 60 
ees. 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIEDS]| 8. DATE OF BIRTH 9. AGE (in yon [IFUNDER 1YEAR] IF UNDER 24 HRS. 
“Ext 4 “ar. Days | Hours | Min. 
gots Female White _|wirowO wore | July 23, 1899 Lyn. 
8m oF 10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [17. BIRTHPLACE (State or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
Bata ‘during most of working life, even if retired) 
BSgr Clerical work > Maryland U.S.A. 
‘eae a ze 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Fisk \ ) Andrew Ziegler Margaret Yakel 
~ Gy geo 45. WAS DECEASED EVER IN U. §. ARMED ae Sad 16. SOCIAL SECURITY NO. [17. INFORMANT Address 
Sa Bo {Vex, no, of unknown) yes, give wor oF dates of service) 
gent re ae 4 Springfield Hospital Records. 
use ame CAUSE OF DEATH [Enier only one couse por fing for (e), (B), and (e)-] . ONSET AND DEATH 
3s ie 5 PART |. DEATH WAS CAUSED BY. 
See & ve IMMEDIATE CAUSE {o) 
gos 
g2ia ay ED we ha DUE TO 
vee Condltions, iF ony" eee... V. Adee! y 
&. gove rise to immediat 
§ ‘ {0), stoting the under! vi BUE TO 
rs ) covsmile = me 
8 


PART IW, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}/19. PERORMED? 
» paranoid tyy 
Schizophrenic reaction, paranoid typee rae ni ‘ZL: Yel) NO 


dined EORTRNTS a '20b. DESCRIBE HOW INJURY OCCURRED. {Enler noture of ii injury in Port | of Part Il of item 18.) 
CAUSE OF DEATH. Patient fell to the floor on the ward, 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. dso INJURY Grek form, | 1 20f. {City or town) {County) (Stole) 
7205 PM 7/17/1960 {WMS ry Neletees| Hosp eat" Svkesville Carroll Md. 


21. | certify that | tack charge af the remains descrjbed above, held an Autopsy [_], Inspectian [g, Inquiry Fag and find that 
death resulted-fram: Natura! causes sh Accident/[_], Suicide [[], Hamicide [1], Undetermined cause []. 


a 


MEDICAL CERTIFICATION 


: DATE SIGNED 
| SIGNATURES 4 J Mp, CHIEF MEDICAL EXAMINER [[] 
. ASSISTANT MEDICAL EXAMINER [] 
NA yea James T, Marsh, M.D. DEPUTY MEDICAL EXAMINER P 8/ L/ 60 


farworded to the Chief Medical Examiner 
TO FUNERAL DIRECTOR: Poge 3 should be used os o buriolt: 


cute the certificote, writing the word * 


TO DEPUTY MEDICAL EXAMINER: This certifi 
or removal. 


Ro. Rene nt an 2b. DATE THEREOF 22c. NAME OF CEMETERY OR) CREMABORY 2d. LO Wiss , town, of county) {Stote) 
gg ‘ 
ihe 4 ‘- d- 0 LE z A. gerbe Ze J 


‘24a, REC'D BY REGISTRAR 2b, REGISTRAR: SIGNATURE | 
VS. AISME(S) E ANG 1 0’°60 Cited J, Tred 
DA 


5M 9/55 


